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ABSTRACT .

' A State Implementation Grant Program (SIG) project
coordinated an interagency approach to sérvices for handicapped )
children, from birth to 3 years of age, in Maryland. A SIG panel was
established from representatives of public and private agencies and
consumers. The panel first identified existing services for the
population (the matrix of services is appended), then noted major
problems or issues in providing services (involving child )
identification, screening, assessment, and training), A symposium on
infant services was held, and a needs assessment survey of local _
schools undertaken. Other activities performed included development
of an early childhood concept paper (appended), review of educational
materials related to infant services, and efforts to involve other
agencies in child find and intervention tasks. Copies of agreements
with other agencies are appended. The SIG project resulted in a draft
state plan (appended) regarding &ducational services for handicapped
children f&pm birth to age:3 and recommendationsyfor achieving the
stated goals and objectives. (CL
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_ FINAL REPORT

STATE IMPLEMENTATION GRANT

MAJOR ACCOMPLISHMENTS

A, Introduction

- InAFY'él. the Maryland State Department of Education was

’ awarded a one-year State:Impiementation Grant (SIG) from the U.S.
Office. of Specia1 Education to support planning activities -
re1ated to educational services for young haﬁdicapped chi1dren‘
This grant enab1ed the Maryland State Department o//Education3 ’

' Division df Special Education, Progran;Assistance and Deveiopment
Branch, to initiate the interagency coiiaborggdve activity for
the development of a comprehensive plan for ensuring quaiity
serviceg for handicapped children 0-3. This misston was

‘ vespeciaiiy timely as FY 81 (September 1 r1§80) marked the

beginning of manddted services to the birth to age three
Jpopuiation inder COMAR 13A:0§.01. Prior to this date, some of
the. state's 25 local school systems were providing some degree of
serzices to thig age gr0up; thus demonstrating local supportfto
the state's commitment to early identificatjpn and appropriate
'speciai edutation at the earliest possible time. s ‘

The planning process for this project was guided by the

working draft of Comprehensive Statewide P1anning' A Reference

Guide for P1anning Services fok Presch001 Chiidren with Speciai

Needs drafted by SIG Project Directors Handicapped Children 3
Early Education Program (HCEEP) Technical Assfstance Staff and

Federa1 Project Officers. The following steps “were 1mpiemented

]




pDefinition. of Problem
Analysis_ df Problem

.“Tj;"_ei_”- Erep]anningen,rn-,Idedtffication of Constraints and .

) “Resources for PTanning -
L '« Securing of Administrative Commitment
T .- Identification of Participants -

o~
~ v o
<

Plan *-' = ﬂeeds Assessment o
" Development, = = ProblemiConsensus °
© 77— = Priorities
| . = Formulated Goals and ObJectives .
. - Specify ‘Tasks

-
LA o N -i

Ihe p]anning process -as we11 as the implementation of fhis

\",

<

grant was significantiy aided by ‘the. support, assistance and

4

O guidance of sgiected staff from the Johns Hopkins UniverSity.

A As thesresburces available® to providé speciaiizéd services

- \

to this target popuiation Qaried markedly among the- LEAs the

need for the state and key human serv de1iveryiagencies to

!

give direction.became apparent} Schogl supe ntende:nts,

'“directors.of speciaT education, state and, 1ocal sch001 board
members, medicaT social services and coiiege—and university '
Q
professionals, parents and advocacy groﬂps sought information and

c1arification of issues regarding the education of handicapped

<
5

’ infants. Some of the issues raised are refiective of the
eme ot ‘}

" embryonic stage of eariy intervention for handicapped chi]dren,

-

and cannot be definitiveiy resolved given the éurrent state ‘of ~‘:i

research and knowiedge However, teveraifcriticai jssues ‘were ° ;f'

. .#(

targeted for carefu1 consideration by an interagenqy consuiting

’:

group in'an attempt to buiid a framework upon which 1oca1 sch001

-

- ¢ - .
T

- systems couid support quaiity eariy intervention programs.




"B.

State Impiementation Grant Consuitant Panei

The first stage of FY'81 SIG pianning activities resulted in
the identif’ication of agenciES whosé functions were considered to _ . =

‘4
have the potentiai~ for si,gnificant impact ‘on the quaiity of iife

‘A.

‘ and deveiopmer\tai potentiai of,handicapped infants. ‘Key LT

" {pdividuals from three’ specific agesci'es wefe selected Based on

.

y\

their“ professionai exper!:ise and authorization by the poiicy.\

making administration of each agency. The staﬁe agencies

»

A_"ﬂ,Earticip,ating,were:-ﬁ;; ‘ ) e ,
\! Maryland Sﬁate Departme of Education (MSDE) | . . - g

- Maryiand ‘State Depantment, of -Heaith and Mehtal Hyg’iene - -

. (D), by, S R

fonn)
Maryiand State Counci_i for Devei,opmentai\ﬂisabiiities (onc)

» &

‘Maryland ‘State Department of Human ResOurces

1

N\

) 2 .
Administrative‘support wa obtainéd from the di recths of .- S

these agencies. T - N - e TR
%~ The professionai background of the participants inctuded .

_ -programs, both 2?51{“(1 private§¢ere seiected.v These* o f—“.»f*—f-*é“*’?
.individuais, representing Anne Arﬂndei County, Cecii County, and . "» ‘

speciai education, reguiar education, gdrents, pediatr‘ics, socia1

work , and advocacy. Three representatives of eariy intervention -l

-

» . .

Montgomery County. (private sector) also broughi to the group the ‘ ' y
discip‘ii‘nes of psychoiogy, spefiai education: and speech/iafl}%uage N

Cpathotor. <. o+ LT NP
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Participation from institutions\of higher education and the
Maryiand State Teacher S Association was gained to insure - ) .
"‘"_\_. N

representation by direct services providers (teachers) This

. ® 4

S SRS J S0 SO

areas of,preservice -and-Tnservice preparation. SR g o X

\: '

Two families representing parents of handicapped infants

also played a vaiuabie part in the cohposition of thfs group as’

knowiedgeabie consumers of services.. These parents receive ‘ -

'educationai services within their homes from a local education e

agency.. R B . I

L . A )

‘S1G personnei 'headed by the project‘director' provided LT
‘ coordination to the group and acted under the administrative .
ieadership of the Assistant State Superintendent for Speciai "\ ' o
Education.an the Chief,,Program Deveiopment-and Assistance 'v‘ '.,:.'
“Branch; Diviii;n\of Specia1 Education. e o _5 . ) ‘ '_ T
e Other MSDE personnei, inciuding an interagency speciaiist X L
ah eariy dhiidhood speciai education speciaiist and aespeciaiist ) ‘ ":

in parenting compieted the composition of the SIGvConsuitant '

3 o c .
LT \w', . . .
L4 i N

cuARae-' -1\ e A DT

P
<

S " panel was t0° “ \ L ’

éanal. ;}' N ._', P o - }

-’ 4

Fuli group monthiy meetings began, in January, 1981 and i

continued through June, 1981. Additionai work sessions of smaii v S

~

task forces were scheduled. °

e
[ -
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“The charge of this group, issued by Ms: Hﬁrtha Irvin, 3 _' .
Assistant State Superintehdent Division of Speciai Education is
1isted bEI OW. e — S z - b ';“ )
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. Recommendations shouid Focus on handicappe hiidren whp ,' ) ’
el - : .

have one ;or more disabilities a$ defined

Maryiand Byiaw 13, 04.01, Specificaliy, the charge td the B
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o v o, e
_— l Identify possible areas oﬁ/interagency collaboration, .

~ for example, referral, screening, evaluation and joint

(X J . - \ 1
* service delivery. v . '

2. *Oevélop recommehded'procedures in the identified areas.'
{/,//T(for serving' andicapped chjildren from olrthgthropgh,age"
o " two. .;' I : ' ‘.t ' ' f Ty

.‘ﬂThis.panel will cantinue.to serve this proposed proagcts,

-

during FY '82t . oo oy . .
_C. Development of 2 Matrix of Services// .

.H Ls

"fw; “The first stép in ithe development of a plan was to identify

. the existing services available in Maryland for handicapped

]

chjldren from birth ‘to age three and their families. ) Members of

S |
;

the SIG Consultant Panel provided inﬁormation regarding tyupes® of
services, dligibility, procedures for aécessing, and contact

persons. Parents and other consumers provided additional . }

~

informat)on on agencies and communitx\groups which provided

support'and assistance for chéldren and their families. Agpendix

H A céntains the Matrix of Services develgped by the SIG “Qonsultant 2
. ':;«. ¢ ' ! ¢

\ .

Panel. -

D. Development_of /jblan e ' Lo

S

. Numerous steps were ‘thken to set the groundwork for the

’ .

development of the draft plan. They incluﬂ%d

Panel, '

- clarification of the c‘;rge to the SEG consultant

Fa
< Clarification of terminology i.e., special education,’

handi&apping conditions, ¥




- identification of limitations of the SEG Project,
- ) clarification of Maryiand's Bylaw as it relates to
. educational services for handicapped infants;,
‘e identification of existing educational services for
infants in Maryland s 24 local.school systems‘
J’\\ clarification of MSDE commitment to education services
or handicapped infants and their families i.e., Child
\ Find Netw0rk, Inservice Training, MSDE Early Childhood
" staff, ' P £
P - clarification of the role ot n%n -public schools for the

provision of educational services’ for infants, and '

- identification of the state of the art in areas such as

teacher training, teacher ?ertification, screeniny,

‘ - . <
, ‘ assessment, program models.

. The next major %ccomplishment was the identification of major\

. problems/issues generic to the provision of educational services to
handicapped infants and their fami]ies. nge of the problem identified by
the panel\were& ) ‘

- -
- ,need for increased public awareness,

[}

1N
, !E/- - need~ﬁor a\EbEedyzreferral system among agencies,
’ - neéd for a system to. share hea]th.cggords test resu]ts

and progress ; ;data among agencies, ‘

; C o - need for a system\to track children who were considered
.o Sto be "at risk" ) :
) o . ;~; need for comprehensive preservice and inservice -
| "training of teachers apd other school related personnel
whg work with handicapped infants and their families,

-, ‘need fSi agreements to share the costs for services, *

: - need for expanded services for potential parents‘ﬂnd

. . parepts of handicapped infants. 7
".“‘:’ , . L,(, 9 . . ‘ﬂ

6" ' Lo




. . N . -
These problems/issues were g narrowed to focus‘on\topics which could be .'
_addressed by the consultant Panel during FY 81, the areas were: ° ' '
r Child Identification . A
| " screening . '
y ] N ) ] ';.
. Assessment Co L
Training T i s
Jremne -/ : .
The Consultant Panel with the assistance of staff from the National ,
Association of State Jirector of Special Education (NASDSE) identified :
major goals and objetfives in the above areas. These goals and objectives. .

- were to ultimately r sult in improved services for handicapped igfants and

i, [

, the Panel provided recommended action dteps for each f

b

. their families.: Ne
objective.

- A]i‘recommendations were cogpiled and organized by SIG staff and an

intern from the University oeraryiand, Department of Speciai‘Education. A
drafﬁlpian was prepared'for'éhe c:nsuhtant Panel copies were also sent to
tnose who, were unab1e to, participate as panel members, and to the MSDE s \
Early ChiidhoJﬁ - Special Educ tion Consuitant Team. Recommended thanges | |
were incorporated into the final draft which is found in Appendix
The draft p1an will be’expanded during Fy! 82 An effort .will be made
" tofp ot portions of the plan in local school systems.

~
E. Infant Symauaiumsf State of the Art of Services for Handicapped .

Infants

Al
‘v, l

. The Maryiand State Department of Education in -cooperation
with the thns Hopkins University conducted an “Infant Symposium"
x\
on August 13-14, 198%. The purpose pf this Symposium was to

provide a forum for professionals of national, state and 1oqai <

significance to respond to critical issues pertinent to lanning
and imp1ementing early intervention programs.' The followi g

areas were addressed. o,




© child Ideptification - ’
¢
SRS - - Screening
Assessment .
/.
Partnersﬂips with Parents

.. " o, Program‘Administration L ) ‘

Y re

+
Five-consultants were se1ected 0 address critica1 issues jdentified

by the SIG Consultant Panei and'the LEA Input Team. Each consu1tant was
requiredrto prepare.a paper to be given during the Symposium. fSIG staff
seTected membefs of the consu1tant team, LEA representatives and university '.
representatives to respond to the papers during question- -answer sessions.
C The Symposium was’ attended by eighty -five participants from state
agencies involved iQ services for young handicapped chi1dren and their
famiiiqs, 1ocal school systems, private schools, universities, hospitals,
hea1th clinics and parents-of handicapped infants. A

The retuits of the evaluation data indicated that participants found

v

the conference extremely he1pfu1 to their work with young handicapped *
LAY 4

children and their families.  ° B

The papers presented by the consultants as well as the regfmmendations :
(which were prowided during the question-answer session will be published ip

a proceedings paper. This paper, which is.being edited, will be

"distributed to all participants, supervisors of'speciai education and NI
. .

N
[

" members -of th& SIG consultant panel.

" I1. MAJOR SUPPORTING ACTIVITIES Lo T

A. Local Education Agency jLEA) Input Team for Eariy Childhood Specihi . ’
Education | - <
A mgeting of the LEA Input Team was held in February 18, |
1981 to seview thg accomplishments of, the SIG,validate the
direction of work and make recommendations for the ongoing

) p ‘
~ development of a tomprenensivp pian and procedures for services ]

~

" for'handicapped’chiidren from birth to age five.\

< , . ) 1 .L ' a




L

This panel will continue'td serve this proposeg project'

L]
N -
1

during FY '82.

- Needs Assessment Survey of Local School Syetems

In the éeii of, 1981, the Assistant Superintendent for

Speciai Education requested that each LEA be surveyed to

determine the nature and scope of services-being provided to the
birth throaﬁﬁ‘ege five popu[ation, with speciaT attention fogusedf
yon the birth te thrée population. The objective of this mi;sion
was to gain informatign concerning the foiiowing;
° Referrai ﬁrocess, .’ ‘ ~ »
° Handicapping conditions represented, ’
° Services delivery medei(s) émpioyed,
°©  Composition of,}eam (disciplines),
° Numpers served, o
° Teaching methodpiogy/curricuium used,
° : Frequéncy/ieng%h of service,
°  parent.Involvement Components,
° '.Interabeeey Collaboration,
Additionally, this visitation served to: (1) ideneify
issues considered to ee critical by administrators and direct

M X
service providers; (2) identify technical assistance and
LS

3
1

inservice needs..

Inforﬁation'coiieeted from this activity was ueed‘in the
gelection of major areas of focus for the FY '81 grant period.
In addition, this information wtll-be vital to the grant

L]

activities for FY '82. . A




‘These visitations, conducted by SIG/early childhood
- personnel in coopepation with MSDE regionai admfnistrators took
the form of a structured interview with onsite program

& observation whenever possible.. .
‘ ~

' The'outcome of this comprehensive effort was an inhouse )))

document which assisted SIG and Eariy Childhood staff in
!
designing strateqies to meet identified needs among the local

school system, and in determining the focus and parameters of the

-, . State ‘plan and procedures. i

Several commag areas of concern emerged from this needs ,~
s :

o assessment activity:

1. Need for increase funding to serve 0-3 population

2 LEAs, especiaiiy those in nonmetropoiitan regions face a

e

S serious shortage of appropriateiy trained personnel,
31 Recruitment and hiring of physical and\occupationa1
therapists continufs to be a statewide problem.
¢ 4, :C1arification of screening and assessment procedures for 0-3
popuiation with appropriate training being provided in the
/’fmsecof identified instruments.

5. Increased communication zith medical .community to foster

. .
/ compl imentary deiivery of services. Lo : -
AN 6.‘ Sharing of information and reso rkes ‘on a regiona1 basis. R
‘ 7. . Assistance in deyeioping expértise in parent training and in
N I .
P . -building parent/prof li!onai partnerships. \ ”
_/ \.-. » =~ 1




C. Early Childhood Concept Paper

¢

SIG and early ch11dh09d personnel developed a concept paper .
addressing some of the characteristics of quality early
intervention services and outlining the philosophy and gquiding
assumptiohs that underpin the need for this service. Tﬁis -

,dgdocumenf, is fgund in Appendix C. Although nat all encompassing,
tgis paper does ref[ect a secure position upholding the parents'
right and responsibility to be the primary teacher of his/her
handicapped:?nfant and the appropriateness of services rendered
to the cpj]d in the least restrictive environment. Additionally,
the efficacy of early intervention 1§~supported, both in terms of
fostering gaximum developmental potential and in possible
reduction or e11m1nat}\p of services in the later years of
edﬁcation.

Review of the Infant Related Materials

jo assist with the development of a statewide plan for
eaucation services for handicapped infants and their families a
variety of education$1 materials were reyiewed. ‘Mater1a1s such
as books, training-manuals, films and test instruments related to
the areas addressed in the diaft plan were reviewed .by the SIG
staff. B «
" Select resources weée purchased and used in the development

of the plan and for the provision of inservice training.-




\\

‘e
»

E.

F.

TADS Support Activities

The Technioa] Assistante Development System (TADS) has

~

supported the SIG activities in several ways, both contractual
7

»

and through numerous informal interactions.
Specifically, TADS has provided:
1. Literature_searches concerning the efficacy Hoghrly

intervention,

<

2. Information concerning state plans, procedures and

yuidelines for those states mandating servicemto the

-

birtg to three population, ,,»’

5. «Updated 1isting of curriculae media and paﬁ%nt

training materiais,

4. Assistance Qits planning and implementing the Infant

- Symposium. ! \\

’

State Interagency Agtivjties

Y o~

and ‘assessment proiess. o

SIG personnel,, in collaboration with MSDE» staff assumed a

-

1ea3ership role in initiating and supporting a variety of

cooperative interagency approaches to €hild Find, ‘joint service
delivery,' and related multidisciplinary training activities. .
Input from a brgad range of agencies involved in the state s
service delivery system has resulted in proposed interagency

\

strategies that when implemented wili reSult in ap increase in

appropriate referraJs and eliminate duplication in tha screening

<

This comprehensive and coordinated approach to Chi]d Fin

\
will ultimately resdst in joint service delivery: The follo

are some of' the FY '8l activities ta be refined during FY '82.,

' »
’ A ) .
»\
' . Ay “ N
. .
.
L \
.
.




G.

Coordinated Health Referral:

»
AN

There has been a need for an increase in particjpation

{

by health and family related programs in the development and

implementation of Child Figg_activities for handicapped
children begfaning at birth. Various health related
agencies, particularly local health departments, hospita]
neo-natal programs, dnd the ;choo1 nurse program, have begun
b0 work #ith the SEA, and LEAs, to clarify the issues of

referral and screening.

il

Meetings have been held throughout FY ‘81 between staff

of the'Preventive Medicine”Administration, DHMH, and' the
Divisiop of Special gducation, MSDE. .Staff from DHMH " have
participated in @eet;ngs and inservice training for Child
Find coordinators.” A draft referral proeess for the state
nev-natal program has been;deve1oped as par}- of what will
become a comprehensive approach to hdw health personne1 can
refer yaung handicapped ch11dren to 1ocal schoo1 systems.-

This broposed referral system will be refined duqing FY
'82 and‘inc1udee in the statewide plan. This referna;

sj%tem wi1l provide guidelines for health personne1 to

"readili acgess special education and related ‘'services for ’

young handicapped dh11dren and thefr families. -The system
w111 a1so aid LEA spec1a1 education personne1 in referring
young handicappe& ch11dren and their fam111es for hea1tb

servites. ‘-




2.

Maryland_State School H@aith Council: . o
4

During 1980 the Maryiand State Sch001 Health Councile

b *

jgined in a coiiaborative,effqrt with the Divisipn of

" ‘Special Education to sponsor'a conference which included

physicians, nurses, supervisors of local specia1 education

departments and 1ocal hea1th officers. The purpose of the ‘ A

conference was to address a variety of . issues related to

delivery of services to young. handicapped chi1dren. " The

first~step ih deveioping a eoiiaborative approach between

health and education was to identify the target audience for

each program'and to identify the referra1 process. ’ A
This effort resuited in a number of ‘Subsequent |

activities which were targeted to Chi;d Find activities .

.

within health, agencies. ’ ; *

American Academy of Pediatrics_Project:
The Division of Special Education in cooperation with
the ‘American Academy of Pediatrics conducted the-Physicians ° .

Training*Proaect which served to or{ent physicians relative

.

to the, education of children with schaol related handicaps.

Training was provided for twenty physicians on October ]-9,
>

’
’

1981,
One of the primary training objectives for the training

was to familiarize physicians with the refenra1 process, .

“criterig for’ p1acement of a handicapped chfid into specia1

education, the physician s role in screening, T w

.. ]

JAdentification, assessment, and avatlable educationai

.

services for- handicapped children in Maryiand. Two members
of the SIG Consultant Panel participated in fhis joint

¢ ™~

medical/special education training project.

17
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Deve]opmenta1 Disabilities COunc11 * )

L

The Diviston of Special Education participated in and
supported the activities of the Developmental. D1sgb111t1es
Council. ‘The Council cdhsis£s of many agencies and’ consumer -
g;éups that ﬁré involved in the Maryland service delivery
system for handicapped ch11dren. ‘Several members of the
’Division attended both full Council meetings and
pargicipated in task force meetings fégularly. The Cguhc11
is reprgsented.pn the SIG Consulfant.Panel. During FY'8i,
the Division §uppor£ed the e?f;rts of the Developmental
Disabilities Council -to develop a process of vo1unt5ry
‘registr;tion of ;pecific birth cond1t1ons‘1n order to

‘provide 1nformat10n and support to parents in accessing '

available s;?hices. This registrat?bn%igy sygnificantfy aid

efforté to provide early and appropriate services to

e ha%icapped children, beginnidg at birth.

Agreements: ' o .

e During FY'81, the Division worked toward developing a
coopeﬁative%agregment between the ﬁary1aﬁd.§tate Deﬁ%rtment
of Education Divisfon of Special Education, ‘and the ‘.
Mary1and State Department of Health and Menta1 Hygiene,
Crippled Ch11dren s Services S.S.I Disabled Ch11dren S -
Program (DCP). The emphasis is o the coordination of
individualized education programs (1EP) and 1hd1vjdua1 )
service plans for refer;;1s of handicqpped children under 7

: ' . N >

"years of age.




L

The Department of Education (thnpugh local school
s%items) and th; SSI/DCP will refer those handicapped
children to the appropriate agency/resource for §uprrtive _
servites. All referrals from an educational agency. will be
for handicapped cwgldren age birth to sixteen years of age

who are receiving §§I benefits. Referrals will be made to

-the appropriate case manager of the SSI/DCP according. to the'

child's geographical locatfon (home) with feedback to the
school system’ indicating additional services and case
N status. Referrals to an educational agency for ipeciai ’
education services wi]l be coordinated through the local
i1d Find Coordinator or administrator for special P

K ucation with feedback from the 1oca1 Child Find

4

Coordinator to-the SSI/DCP case mahager indicting follow up

2 services ,-school placement.‘etc. Referra]s of handicapped
‘-“\\(illﬂgp/gc:epted for those children birth‘through 20'years
of age. “Appendix D contains a copy of e agreehent .
The Division “also provided teghnical assistance to the
Prince George S Boards of Health and Education in the
developmeht of an agreement which addresses the provision of o

P
school health services and referra] procedures for children

i receiving services through bpth systems. Both of these
. agreements may serve as a model for the development of
similar procedures between health-and education agencies at

the local level.

»

L




Hos-pital[&iinic Ljaison: ooy A ‘

The Division of Specia1 Education maintained a 1iatson
with two area hospita1s which provide genetic counseling and
support ‘for parents and handicapped children. Specifically,
a 1iaison was initiated during 1980 with. the Johns Hopkins

University Pediatric Genetics Clinic, Baitimore, Maryiand

for the purposes of’: .‘ X ' i ’
5-’training seven eariy chiidhOod-specigi eduggtion y
~ teachers in Ba1timore City, Baitimore Coulty, and .

. Anne Arunde1 County.\ ‘ " VA .

- maintaining 2 referrai ‘s_ystem for suppp?t- services
a‘nd‘ training for.parents, maintaininga referral
. system to 1oc\a1 speciai éducation programs. ' .

. In, additisg, cooperation with the Johns Hopkinsb
Hospita1 Ciinic has been expanded for the pdrpose of : .
creating a climate conducive to cooperatlve efforts between
the fields of health and education. 0ne goa1 o'f this )
1iaison will resuit in a holistic approach to aiding
familjes of chﬂd\ren‘ with a genetic disorder. By developing
a coordinated refehrai plan for comprehensive services
between education and hea1th it is expectéd that this goa1 N
will bgkome a ,ea]ity.\}. ) /

" staff of/the Pediathic Genetics C1inic, Johns Hopkins
._University, have participated in two state initiated , "
inservice.training programs conducted in September, 1980 and °
March, 1981, Approximﬁ:eiy 80 administrators participated _

in the session conducted by staff\of the Gemetic Clinic. |




v S . In addition to the liaison with the Johns Hopkins
’ Hospital program, co11aborat5ve éc;ivities have'also been

v o ‘coRucted ijith the Genetic Counse'Hng Service of,Si.nai-
' - Hospitp1: Battimore, Maryland. ﬂh}s 11a1ssn has'résy1ted.1ﬂ
/7. a réferra1 system] as well as inservice training for .o

Mary]an“d teachers and related Ser'viceQ providers. ‘ '
.1 ‘ Specifically, project staff heve partftipatbd in a

_ conference ent1t1ed "Downs Syndrome for Parents and

B ' Professiona1s“ conducted on November 16, 1980. o o .

N \\\3‘” EPSDT Program

During FY! 81 the Division was involved in a variety of

. . initiatives to explore ways in which school systems could be .
integrated into and benefit from the implementation of the - -
Early and Periodic Screening Diagnosis and Treatment (EPSDT) ‘
‘o t Program. A member of the S}G Consu12ant Panel is
, r?presented on the Govérnor's Task Force on EPSDT: Many of
- the diagnostic servi;es provided to the Medicaid éligible 5'
child through the EPSDT Rrogram can result in the -
jdentification of young children suffected of having a -
handicapping condition.u
During FY '82, the SIG Consultant Panel will review the
accomp! ishments of the preceding activities with’
consideration of both the process and outcome of each
. ac?iiipy. Thus, these activifjes, although specific to the
, "-' : areas ;} Child Find,?joint service delivery and referral,
may serve as models of 1nterageqcy collaboration for other

identifled areas’, such as personnel*preparation and parent,

involvement in early intervention. =




I11. SUMMARY OF RESULTS

The following 1ists the three'objectjvék of the FY'80, project and a

&

summary of the results.
N .. ¢ . N 1.
’ AN B ‘e s
Objective 1.0 - Create an 1nterdisc1p11nary consnTt?ng group to

- ! N
. examine issues related to de]?very of\services for handicapped By

children from birth to age ghree. - > . o )

T e - S 9 - ¢

- . \ i . . a
. . ) H .
L]

4 )
A Consulant Panel was identified and administrative support
- was gained from respective agencies. The ‘Consultant Panel

provided input for the development of a matrix of services

(Appendix A) and*recommendations for the statewide p]an. The~
panel was 1nstrumenta1 in the review and revision, of draft plans.
Objectives 2.0 = Conduct awareness activities with the LEAs and

related agencies in support of approved procedureﬁ. . , .

/" This project resulted.in:
(1) a draft state plan regarding educational services for n

handicapped children from birth to age 3, and “ 3

-

(2) recommended tasks for achieving the goals and objectives of
. . . S

the draft state plan.

Many of the strategies outlined Rh the plan are directly
applicable to improving service delivery system for handicapped
children‘from age thrge EhrOugh five. o

_ Further, the maintenance of a workinp interagency consultant
anel improved the communication network among agencies concerned

. with services to y0ung handicapped children and their families.




, e
&

The plan and procedures resulting from this project were

N

tailored to the specifitineedé of Maryﬂand's state and local

education agencfe%. However numerous other states serv1ng young

& : ' handicapped have reqUested copies of Maryiand s ‘draft pian. »

' The following activities wiere conducted- to increase understanding of

this project.- . )
b
- an early cKildhood committee, z:rposed mﬂlfA representatives,
‘wﬁs formed to disseminate information regarding the SIG Project.

Vumeréus presentaeiens were made at nationai, state and 1dcal .

:conferences and meetings,

ai
’L

SVSIG staff conducted a needs assessment within Maryland's 24 LEAs

- f

relative to planning for handjcapped children from birth td age
v . - :
three, ’ : ,
- SIG étaff provided technical assistance and developed information

packages relative to glannihg for young handicapped children.

20
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APPENDIX A

. MATRIX OF SERVICES
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Retarded Cltlzens X
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Epl lapsy Assoc. of Md. )
Md. Soclety for -
Autistic Chlldren
Owarll Program X '
Centers for Handlcapped X X X
University of Maryland 4
* Local ACLD < |
Hearing & Speech Agency

League for Handlcapped
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T STATE PLAN '
State Implementation Grant
Maryland State Department of Education
, Q Draft Planm for Services for Handicapped Children
ML T . Birth to Three Years ’

! - (C

2

s A ¢ ! 3
The puypose‘of the plan is to support and structure the commitment of

MSDE 4o the brovision of comprehensive services for all handicapped

children birth to age three. Pursuant to this.purpose, the SIG consultant
panel has'generated‘recommendations addressiag’issues conterning: .
Develapment of Public and Professional Awareness of Child Find Activities,
Screening and Assessment The following is submitted as'a working paper
for discussioq and review by SIG panel participants, NASDSE consultants,
"LEA Input Team and MSDE personnel. The plan details goals and recommended .
activities at 'the State level, witﬁ implications for expansion to local
~ level activities. ,. .

Many of the'actipp steps cited~1n the draft areﬂpresent]y undesway as'

Maryland completes jbs first year of mahgated state widekservices.fqr

handicapped children.

kl , . - . _ . '!: !Q &k ii & ,
. ﬁ 3
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' ' Goal Statement , ! J

I. Public and professional awareness of Child Find activities and °

2

special education serv?ces for handicapped children birth’to three

. years will be developedy o -

t

I1. Child Find activities will be implemented.

[
-~

II1. A1l children birth to three year§ who are sulgectgd of having a

» »

handicapping condition will be scrgened. ] '

.
Y

IV. A1l children birth to three 'years who are referred for assessment or
-positively screened for a potential handicapping conditfén will be

assessed.

-~ DRAFT

-

<

-




| ' Definitions and.Purpose

. The following definitions and purposes are specific to
~

handicapped children, aged ‘birth to three, and services to that

population in the State of Maryland, and are not intended to be broad

-

or general. . -

-«

Child Find Public and Professional Awareness

Definition: Public and 6rofes§%ona1 awareness is the ongoing Qrékes;
-
of informing the community concerning the availability and value of

speciai education services for exceptional children bfrth to three

years.

PR

Purpose: The purpose of public and professiona[ awareness is to

— //

inform and educate community members concerning the right to a free -

and appropriate education for all hgggjgegped»eh%?d?éﬁ‘ﬁﬁa'ie generate

DRAFT

- Ch11d Find Actlvities

.referrals to Child Find.

v

Definition: Child Find is the ongoing process of locating children

suspected of being handicapped and referring these chi]qren for ,

t

appropriate evaluation services.

A

Purgdée: The purpose of the Child Find process 1s to:seek out and

locate ‘children suspected of having a handicapping condition who may

be in need of special educgtion and related services evaluation.

H




. Screening ‘}
Definition: Screening is the ongoing process of identifying chi]dren, \\\

R ——

from the genera] population, who present a reasonable 1ikelihood of .
having specia] educational needs.' ) - , ‘
Purpose: The purpose'of screening activities is(tp gain information

aboot children -referred through Child Find activities to Jetermine the

~

A
_need for a thorough assessment .

Asséssment »

L1 P

P

,,T,lkﬁﬁnitioﬁ?iﬂKssessment is defined as the systematic process of

multidisciplinary evaluation which measures a chi]d's performance,

. against established standards. Tnis’pqocess results ina - Q
description @f the child's unique4behaviora1 patterns and style of
performance and his or her Jevel of functioning, including strengths
and weaknesses, in sensory, developmental and social/emotional areas.
Purpose: The purpose of assessment is to collect the information to

determine the presence and nature of handicapping conditions, and to ~

support recommendations for the design and implementation of

& propriate interventi&é.or programming, including level of service,

S
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»él.. Child Find Public and Professional Awareness Devel opment

1.0 Goal Statement: Public and brofessional awaveness of Child Find

hTN%gctivities and special éeducation se e for handicapped children

. birth to three years will be develpped.
(1.l Objective: To develop ard ifplement a system (model) to build - v

puhlic and profeﬁ%jqngl(gwhp nesss

—
—
-

- -Action Steps: . ,

|
1.1.1 Identification of SEA personnel as coordinator(s) of the ™
". system. | :
Y. 1.1.2 " Identification of all agencies to be made aware of Child

Find and spec1a1 education services. The agencies to be
) contacted directly by the most appropriate means will
include, but not be.limitéd tar.

7 o : .
Local educational aganies

o

Sfate and Local Social Seryices Agencies

. [«

o Private schools and day care centers

0 Regional and local Head Start Programs
L o Institutes of Hfaher Education l?%c
> ’ o State and Local Public Service Agencies -/
‘ o  State and Local Public Information Outlets )
-~ 0 Departmént of Mental Health
ok 0 Private Phx%icians . -
o EPSDT Providers ) —
" Tt _Q‘~ Hospitals servfnd infants \ﬁk

"0 Hot Liges'*

. A
“&“‘\ . State and County Public'Health Agencies 0 y s




5 T,

1.2 Objective: To prepare personnel to conduct public and

professional awareness activities. i -
“Action Steps: . — o BRAFT
—’1‘.2.1“'Dévé1'p;;pép; of a trainer of trainers Wspecifying training '
V\“ ) content: I

2 ) o goals and ‘objectives_ of training

o format of training (formal and 1nforma1)‘

o duration and frequency of training

Content will include, but. not be 11m1ped to the following:

0 ‘ How to develop a local network of agencies (involved with
population of birth to. three year olds) for purposes of
information sharing. . J \

o How to identify target ‘audiences.

o How to use formal and informal 1nformapio}channe]s.

o The nature of normal child development. ‘

o The nature‘of exceptional developmental patterns.

o Early signs of exceptiopﬂ developmental patte’s. ~ .

o Th‘e need for eaﬂy iptervent;on. v N

o The scope of ;:pecia1 educational ar:d related services

V{vaﬂam e. N v

o How to contact persons regarding services.

o Information on the right to a free appropriate edpfption for
the‘ handicapped. ' =

o “How to evaluate awareness activities at the local Tevel.

1.2.2 Impl ementatiorrg New Directions for the Handic;apped - Physicians

Training Project.

1.2.3 Implement staff development model.




Y

- T, . . ' “
1.3 Objective; To develop cooperative 1iaisons with state agencies

. involved with populatiens of young children.(See Appendix 8).

Action Steps: " ' |
1.3.1 Identify types of personne] in agencies, who will be

oy

appropriate for liaison activities. ¢ . (j

. N 1;3?2, Recommend &Qupport from MSDE specialists (graphic arts, °
. ic information) to assist in'campaign implementation.

- -

///y/// 1.4. Objective: To develop a system (model) for using support
. P d *

services in an effective public and professional awareness

= DRAT

Action Steps:
1.4.1 Identify public information resources -at state.and_local

>
-,
>

levels.

1.4.2 Identify and/or produce print and media materials for . -
ﬁ;\dissemination, with interagency input and participationf
1.4.3 Share of pr?duced documents within and among agencies (See

v oo T Appendix B).

o

1.4.4 - Evaluate and revise materials if necessa;j.‘

>

¢ 1.5 0Objective: To eva]uate‘the effectiveness of the public and

~

professionai awareness campaign.

“Actdon Stegs '€£\ ¢

s 1.5,1 Determine criteria for evaluatinn.

£
H

1.5.2 Compile data o S

. 1.5.3 Revise proctedures astneceSsary. A

- N
. . -
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Child Find Activities

-

2.0 Goal Statement: All poténfially handicapped children aged birth

N

to three will be 1ocated and referred for screening or

assessment.

A

2.1 'Objective: To develop an interagency, system (model) to locate

~

- suspected of being handicapped.

children birth to three.years for the purpose of 1dent1fy1ng'
those who fay be handicapped -and in need of special education
2 .

(See Appendix- B). 4 n
"Action ,Ste‘g F I

2.1.1 Pursue interagency cooperation regarding

o Common or specific criteria relative to tne .
r fdentification of handicapped children from general
-population as in high risk birth record data.
o- The use of agency resources to locate children "
o The use of compatible proceeses, forms_and activities.
2.1.2 Develop_ interagency 1iaison(s) netnork - for Child Find

]
activities.

N

2.1.3 Develop procedure to transmit Child Find data among
. agencies. »
Maintain SEA Child Find HotPine. .

o Maintain SEA referral process.to other state agencies

-
H

and LEAs.
o Maintain log of referrals/inqufries.
- 0 Maintain fo]low-up process to ensure appropriate

evaluation (screening and/or assessment) sevices.

[EPNN
©
.
A

.
; £
PR (}O .




{

l:pv Department of Human Resources ’ . . »

2.2 bjeetive‘ To appropriate1y prepare Chi1d-¥ind personnel .

v

Action Steps: ‘_ S . .

2.2.1 Identify target audignce. Target apdience ﬁay include, but not~

be 1im1ted to 1iaisons from the fo1lowing agencies

0 Educational Agencies

| LEAS\ | | R A F T
.Head Start.:

" Institutes for Higher.Education
; Department of Health and Mental Hygiene
| 'State and Local Hea1th Departments
f Materna1 and Child Health
‘ CrippIed Chi1dren s Services, 1nc1uding Supplementa1
' Security Income/Disab}ed Children and Youth. .
EPSOT e - co

[

Nursing Sernices, i.e., Public Health, Schpol Services ° "

‘, v e - -

2 ~ Social Services -
| “Fostervtare - ' Lt e
'Protective,Servtces a X : .
SR . Day Care |
' Serv?ces to Families with Chi1dren , .

0 Soc1a1 Security Administration : ' .
- SuppIementa1 Security Inco@e for Disab]ed Chi1dren and

Youth " S * - -

, Medicald -~ "~ . . .~ . .

~ 7/
r Y o" ! {
.ﬁ'h )

‘. - ‘, . L]
) ,{ , . .'
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o - Medica] Centers

The Johns Hopkins University . e

A J'he\K.ennedy Institute =~ BRAF e

, Sinai Hospital - \ T .
University of Maryland ) '
Children's Hospital ﬂational Medical Center.
The National ﬁhildren‘s Hospital Ctntet (D.é.)
Gégfgetown University Medical Center

- Bethesda Naval Hospitgl

!

s .. <Walter Reed Army Hospital

—

A

'Dugopt Medi¢al Center

- Other pospitals providing intensive care to neonates -
;o -. 0 Pﬁivate Educatioﬁal and Human §erv1cbs Programs Serving
o Preschoo1‘Handicappédf(
. 0 ‘Advocacy Groups l
Developmental Djsabilities Council
E , Prince George's County Coalition
Associttiot for Retarded Citizenshs o

Associations for Children with Learning Disab111t1es

Maryland AdvocaCy Unit for the Developmentally Disabled

2.2.2 Dé;elop trainer Qf trainers model specifying:
0 goals‘and objectives of training. s ; .
o format of training (%ormal and 1qforma1). R
0 &urdtion and frequency of t;aining activities.

2.2,3 Develop training content which will include, but not be limited

to, the following (See also Appendix C):

4




~‘;b Content material 115ted under pub11c and professional
awareness training. o
o How to 1mp1ement public and professional awareness
activities. S BRAFT
o How to use state apd fpca1 matrix of servicesi.
0 How to use pub11c 1nformation resources at 1oca1 1eve1 :}"

o How to use associatxons -and c¢civic greups at the local’ }eve1

o How to referfto community resources for anc111ary services
and assistance, 1.e., Respite Care, SSI. '

o How to transm?t referra]s from Chi1d Fing to appropriate

screening/assessment personnel. S0

o How to keep records and collect data.

* o How to evaluate, Chi]d Find activities at the local” Tevel

’// ~

’\

2.2.4 Ipp1ement staff development model.

2.3 Objective: To evaluate the effectiveness of Child Find
‘Activities. | ' '
Actipﬁ Steps:
2.3.1 Determine criteria for evaluation
2.3.2 Compile data

2.3.3 Revise procedures as necessary.
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. Goa] Statement'l Ai] cﬁiidren'birtb“tcﬁthrée*years who are

'_,suspected of having,a handicapping condition niii be‘%creened.
3.1 biecti i To develop a system (modei) to provide screening of
) chi]dren within the birth to three popuiation whc are suspected

of bavi ng handicappi ng conditions. . 'R A FT
Action Steps: i

. 3.1 1 Recommena personnei to act as coordinator(s) of state 1evet
| activities related to interagency screening functions.nx““
3 1.2 Pursue interagency agreements to develop, secure and/or
maintain (See Appendix B) ' |
0 Provision of screening processes to detect - ;5«?}T'
abnormalities in heaith vision, hearing, 1anguage,
_cognitive motor, and scciai/emotionai functions.,
0o * Procedures for access to pertinent screening 4ata o ;
,resuits with apprapriate parentaiJPermission and . % _51f§¥*
'J?confidgntiaiity safeguards. ) Lo
0 /ijrovision for. doordination between LEAs and Tocal ; ¥
health departments for tracking high risk children (See P ,f;%i
. Appendix G). A
3.1.3 Recommend guidgiines to assist LEAs in coordinating,-

seCuring or providing screening services for the birth to

three population (See Appendix D)a‘ The guidelines shall . ~
address < > '
0 Strategies and.procedures for coordinating screening

activities with local departments of public health,

*primary care providers,(physicians, nurse

b ;3; . practitioners) and EPSDT programs (See Appendix B).
* - 4‘1‘ s
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0 | ‘Vjsioh and’ Hearing Perggnnel‘

ao' Hea]th Department EPDST Superpisors

o tEA_Speecp Pathologist Supervisors

p * LEA Psycho]opist Supervisors

0 LEA SchoOI Nurse Supervisors

0- LEA SupervtSOrs of 0Ts anp PTs

. p Hea!th Profession Associatipn Representative
6' Representatives of LHEs

<0 Other dppropriate personnel

Long term and short tenn objectives for training.

Specification of format of training - formal and informal.
Content of training.
Staff development activities will be implemented.

. . c\ . ‘e

Objective: To utilize: appropriate screening materia]s.

| " | QJ BRMT
Attfph Steps: ]

3.3.1 Disseminate guidelipes and procedures manual (3.1.3) to

L

-

. »
,«address admiﬁistration and direct .services needs germane to

» »

screening functtons. ;» ¢ .

3 3. 2 Compile sample fnstruments and device§ to be made available

for review of” LEAs and coopérating agencies “(See Appendix

-




k4

TN
L .t . .
3.4 Objective: To evaluate the effectiveness of screening

t:;;tivities.‘

Action Steps: .. ;“

3.4. 1 Determine criteria for evaluation. .
3.4.2 'Compile data. '
.3.4.3 Revise procédures as necessary. FT

IV, ASSESSMENT

-~

-

4.0 Goal Statement A]l cnildren birth to three years who are referred

for assessment or positively scrgened for a potential handicapping

condition will be assessed.

4.1 bjectiv : Jo deve]op a system (model) to provide for assessment

of children birth to three years who are suspected of having a

-handicapping condition and being 1n-neé& of special education.
Action Step" - '

4.1.1 Pursue intenagency agreements to develop, secure and/or

7

maintain (See Appendix B)+

,5 ]
’
1

o _ Provision of ‘assessment /diagnostic procedures to detect
handicapping conditions related to abnorma]ities in
health, vision, hearing, language cognitive moter,
and social/emotional functions. o L

Procedures for secuc%g;}pertinent assessment dﬁt:MT\

results with-appropriate parenta] permission and




Procedures to ensure timely receipt of assessment dats
. to loc;{JARD committees. ' -‘A .

.0, Provisien for. coordination between LEAs and health
departmen?s for trackfng high risk chi]dren,(See
Aggendix.G)ﬁ N l ' .o

4.1.2 Récommend guide]ines to assist LEAs 1n‘cdofd1nat1n§, .

+*

securing or prov1d1ng assessment services for the birth to

L .‘ three population (See Appendix E) The g
) ~addf~ess. ’ : EA

o Strategies anﬂsprocedures for coord1nat1ng LEA

assessment activiyies with local ‘departments of public

health, primary care providers (physicians; medical

'specialist), medical center diagnostic teams, EPSDT

. . programs (See Appendix B).

0 dualified examiner requirements, within Maryland Bylaw .
- and certification specifications, for the birth to

.. - three year ol'd population. ; '
Y4 ‘ X ) . e . 1 ‘—J
"« 0 Procedures for multidisciplinary involvement in '
»
certification of handicapping condition. ) -

o Process for transmiftal of assessment data to ARD

committee at LEA level.
] Prbcedures‘fOr'mu1t1d1sc1p11nar§ staffing to provide '4 . {
- programmatic recommendations for services and IEP.

developmént. © , .

0 Procedures‘to ensure coﬁfidentia]ity,of data. .

0 Prbcedures to safeéuard.parents rights and to involve

parents in assessment process and in deveTopment of the

]

©IEP.

3 ’
+ 0 Process to maintain census of children requiring

- | . : {

special education services (SSIS).

~ ;43
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v \ 4.1.3\ Recommend guidelines to assist LEAs in implementing the .
\assessment process, including {see Appendix E): . L
'.ﬂ‘ . 0 \: Criteria to assist Tocal ARD committees in g S
‘differentiating handicapped -infants from at risk |
in}ants §See Appendix G). )
0o Suggested school and other agency personnel to comgfise
core- assessment team: o
. Barly Childhood Sg:cial Educator . h '
Speech Pathologist ' DRAFT
: Psychoiogist
Occupational/Physical Therapist 0
' ~ Other (e.g. Early Childhood Educator,
) Physician, Social Worker, etc).
. o" Instruments appropriate for "educational” essessment of
| . 'birth to three year olds (See Appendi%'fs.
o 0 Suggestions for interpreting assessment findings for "
educatignally adverse effects. e .
/ 0 Techniques for gathering assessment infnrn;tTon.
0 Suggestions for format of comprehensive written report. .
. A 0 ‘Suggestions for interpreting assessment findings and
recdmmengation to parents. . ’ ~"’5=—\\\§‘
N p
\\
L e | | /.
~ &, o - N
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- 4.2 0Objective: To develop personnel developmént activities relative
' to gssessment of gﬁe Birth to three population.
. Action Steps: l C . ‘
h 4.2.1 ldentification of SEh’coordinator of inservice training
. speciffc‘to assessment of the biﬁth to gpree population.
‘4.2.2 Identification of target audience to be trained. Per§onne1.
may include-but not be limited to: . -
. b ' o LEA Eamly‘Childhood Special’fducation Teachers
' o LEA Speech/Language Pathologists |
' o LEA Psychologists DRA .
' o OTs and PTs - ( A '
C TN «\A : -o Other agency profgssionals jnvolved in assessment .
' act1v1t1e§ {e.q. Ea}ly'Childhood Educators, Social .
Workers, etc.);
"\\: ‘// 0o Private physicians/therépist§’~
S L 4,2.3 ldentification of multidisciplinar§ consultants for

assessment of the birth tb»three population.
4,2.4 Utilization of consultants in determining training content

and apprdﬂfiate traiping format. Content may include but

- not be limited to:




-~

0 Selection and aqmihistration of rnormative and criterion
referenced 1nstrumehts.appropriate to the birth to )
Ay / ., three populationi
o  Formal and informal evaluation techniques. ;
o Case history data collection and 1nterpretation;'
o‘ ‘ Inclusion of parent in assessment process.
N 0 HoQ to participate on a multidisciplinary team.
¢ .0 Formulating comﬁrehensivg written/oral reports.
0 Preparation for rqle of case manager fo; {ndividual
children.
4,2,5 Utilization of apprébriate personnel (consultants, MSDE‘and i
cooperating agency professionals - See Appeﬁhix B) in
1ﬁp1ement1ng state and local level tréining.

4.2.6 Utilization of state evaluation system to determine

effectiveness of training at local level.: DRAFT

4.3 Objective: To identify technical assistance resources to assist
LEAs and cooperating agencies in providing7assessment to the

, birth to three population. ,
Action Steps: '
'4.3.1 Early Childtfod Special Education, MSDE specialists will be
available to provide regional and/or county based training
to personnel involved in assessment Qctivities. .
4,3.2 A boilection of formal and informal assessment devices will
i ‘ be compiled for.use in training sesgions and for ‘review by

LEAs (See Appendfx F). . '




4.3.3 Guidelines sugggsting appropriate uses of instruments will
be distributed. i

4 3.4 National, regional and 1oca1 technical assistance resources
wi11 be identified, i.e.,

“Experienced Local Service Providers

. Q9

o Technical Assistarice Development System (JADS)

0 MiélAtfantic Regional Resource Center (MARRC)

o‘ National Association of State Directorg of Special |
Education (NASDE)

o Institutions of Higher Education {IHE) BRAFT

o Council for Exceptional Chjidren (CEC)

4.4 Objective: To evaluate thé gffectiveneé of the assessment

process.
- ) J
. Action Steps: R

4.4.1 Dévelop criteria for evaluation.

4.4,2 Compile data

4,4.,3 Revise procedurés as necegsary.
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Interagency agreements are-speéifica]ly called for in sections 3.1.2

and 4.1.1 of the Plan. However, in various other sections, such as 1.4.3, L
1.3, 2.1, 3.1.3, 4.1.2, and 4.2.5, references are made to developing
interagency coordination for pnrposes of personnel training, sharing of

A

documents, location, screening, and assessment. Indeed, intragency

cooperation would be beneficiel:ei$:n:nele in locating and serving the ‘ . |
birth to mhree handicapped populati -
Outcomes \~ . - ( (

Duplication of ‘'sefvices is certainly a waste of resourses; however, it )
may be avoided by joint planning with'social, health, and rehabilitation
agencies for servfc{ide]ivery. The obvious oytcome of interagency '

cooperation is better service delivery to all clients. More specifically,
) e ‘ .

four adven;izji;;an be pinpointed: . _
- n ualized service planning - 1nstead of a number of SEparate ‘

Y

individual service plans being written by several different ?"’
agencies, one comn:?/plan may be Jointly"deve1oped,for_each

- client.

- . Organization and delivery of services - a single effort redﬁ%%s

3

the waste of service dupliication or overlap.

h )

Program monitoring and reporting - inteéragency cooperation may

(Y

provide ﬁon‘conmon accessible information, rather than




<

- duplication of records and files, as well as cboperative report

- \—’

writing to save personnel resources.
‘ - ﬁ Progqam planning and budgdeting - shared résources,;an maximize
5 dollars. Additﬁona11y, a'united front is created for seeking
‘funding.
In order to assure that interagency coordination is effectiv;1y»
carried out, written agreements are necessary. Following is -a description
of types of agreements, and s;mg guidelines for preparing, deveioping, and
following tﬁ}ough on written interggency agreements, Y '

= DRAFT

Types of Agreements

Three major classes of‘interagency agreements may be identified:

C 1. In the first t&ye,.cemmon ar ba;e1ine standards are established

fg; the conduct of programs which ar%‘simi1ar. An example of *

th%g may be an agreement between-sf?ie or 1ocal education
agencies and the Early and Periodic Screening, biagnosis and .

_ Treatment (EPSDT) Program, for the purpose of establishing common
and'specific criteria for identifying infants and preschoolers
.who are suspected of having a handicapping,condi%?on and are fnv
need of further assessment. . ‘

2. The second type are commitments regarding the a11gcqpion of
public school and oth;r agency resources in the accqmp1ishment of
mutpgﬂy agreed epon objectives. This usuéﬁy {hvﬂves sﬁ:rin,g—‘
dollars, personnel, facj11tigs, and/or quipmentfl Aniagrgement‘
between an LEA and a 10cal hospiga], pcovfdiﬁg that the hospital

will serve as the location for preschool.screening, is an examp1e'

of this type. .




3. ~ The third type invotves a;commitment by public schools and other -

»ﬁ . ‘f, agenc1es offeringllgmparable services to maintain uniform ( _

_ . p?ocedures, forms, and act1v1ties. For example in this type of .
S agreement, Child Find perspnnelfand public health nurses may use _*i!!fdi

the same standard.?orm when screening infants for ootential.

~ ' v

" handfcaps. -

- Agreements regarding standards (Type 1) and allocat1on of resources

’

(Type 2) are necessary Before agreements regard1ng procedures and

activittes (Type 3) can be implemented, although the three types are not

mutualﬂy exclustve and may a11 be contained in the same agreement.

.. s . $o= , .
‘e .U DRAFT -
Process S ;V.( L. ®
..‘.v"" )y © T ~ - ‘u
"Q~»-Preparat10n - For an 1nteragency agreement to be effective an 1nit1al 1 b

-~

~p,f cqmnntnent by persqns 1nfkey roles in both agenc1es is necessary.

"role iﬂ-relation to the agreement and quality service de11very. The

ffrst,step 1n prepar?ng for an agreement is for the 1n1t1at1ng agency

t

) to dncument service needs and subsequently 1dent1fy other key agencies

P e
cep -

and resources w%th uhjch cuilaborat1on may be necessary or he]pful.
At th?s point* 1: s he]pfu1 for the 1n1t1at1ng agency to become
familfar with the other agency by reviewing the pert1nent laws and
reguiations that apply, and by getting to know the 1nterna1 workings
;% - of the agency as much as possible.

‘ rt w111 be necessary to identiiy a person or group from each .
agenqy whose: specific responsibility it is to coordinate the

o deyeﬂopment and implementation of the agréement. This person should

R ;i:’,'n"have enough authority so ‘that their activities and decisions are
’

legitimate and should' be able to maké 'a significant time commitment to




the collaboration act1v1t1es. In addition, the specific roles and
‘respons15111t1es of this person in each agency should be designated, |

~ so that if a person should leave_an agency, 1nteragency collaboratien

can continue with a new person in the same position. DRAFT

Development of Agreement - It is a good idea to start small with a p1an in
mind. The agencies involved should cooperatively identify problems
and specify solutions for.serV1ce de11§ery. The resources to be i

exchanged can then be identified, and the trade-off should be as equal

as, possjble.” It is also 1mp9rtant to dentify the resulting benefits
to each agency in addition to the resources\to be used. In deveToping
the agreement, the agencies should specify unger what conditfcns'and
to what extent the resources will be exchanged. A draft of the
' agreement shou1d~then be deve1oned, to proceed through the proper
channels of approval 1in eacn agency, and the final decision should be
by consensus of both agencies. . ' ‘
Imp1ementation - The.benefits identified should proyjde the 1ncent1v@ for
each agency to carry eut the agreement. ‘ The agreemént policy should
have been appropriate]y designed so as to not conflict with the po11cy
of either individual agency and to assuretthat the changes 1n the
programs are 1mp1enented. It is 1mportant to mgnitér the effect of
the agreenent on services to.be sure that the outcomes are benefjc1a1‘
to the clients aﬂq\bdtn.agencies. The most critical element in )
effective1y‘1mp1ement1ng an interagency agreement is communication. .
Al persons 1nvo1ved in collaboration activities in each agency should
-be fully 1nformed about the agreement and its 1mp11cat10n, there

should be no secrets or surprises for anyohe.

~

>




Characteristics of a Good Agreement DRAFT

fhe written agreement should be composed of simple, clear-language,
stating what has been agreed to and who will implement which parts. The
process for implementation should be flexible; outcomes rather than proces;
should be emphasijéd. The individual and mutual bénefips for the agencies
involved should be included in the written agreement. The essential.
components of any written interagency agreement are as follows:

a. Qescription of purpose to be'achievbd through agreement.

b. Clear de]tnéﬂ;ion of specific program, sgrvicé, or focus for the

<

agreement to facilitate clear communication of the need for and
intent of tpe agreement., ‘ . |

¢, Definition of any terms thaf could be ambiguous,

q. Mutually agﬁeed up6n goals and/or objectives of the agreement.

e. Delineation of specific roles and responsibilities of eacﬁ’party . A
to thé‘agregment. ‘

f. ﬁutua]/shaye& responsib111t1e§ of all parties to the ;greement.

g. DesYgnation of the agency which hag'first dollar responsibility
for payment of seréides and spgdification of othe} financial or
funding arrangement fo;~payment oﬁASérvices.

h. Specificfactions to be gaken relative to the program)service‘
~1dent1fiéd in agreement (Action Plan). _

1./ Sbecific serQices to be’provided by each ,party.

j. 7 Designafion of staff position(s) within each agenty responsible

for: - ‘ .
- implementing the agreement as specified, \
e 'monitoang the implementation, ) L ’

1981
H
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A

- negotiating change when necessary to update agreement’;
Confidentia]jty assurances relative to sharing of information. )
Agreement among parties for notification in cases of changes in
agency operations. |
Specification of time period for agregment to rgmain effective.
Procedure for modifying or termihating written agreement.
Eva]uation‘design specified and agreed upon by all partfes to be
used in monitoringl1mp1ementation,of agreement; identification of
person(s) rsporisible for evaluating and sanctions ggreed ¥eon tb

assure its implementation.

Signatures of all pafties involved in agreement.u

A1l of the above components may not be applicable to every type of

agreement. ‘Additionally, the following opﬁiona] components may be helpful

= or desirable in some agreemenfs:

a.

d.

" fér current agreement,

Descniptioﬁ»of basis foy developing the written agreement
- Previous/on-going relationship between parties,iidentificagion

\
of common need, institutions of ;Lw service, etc. as foundation

— =

b ]

- Legal authority based on federal and state legislation.

Definitions for agency or program-specific terms used in the

-

~ agreement®,

Eligibilityﬂcriteria/descriptibn for population tq be serviced or
affected by agregment, .

,Specificatibn of meetings (time, dates, frequency) relative to

ferms of the agreement.

o
G
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Specification of reporting mechani sms between parf:‘ees of the

< g.,.jAddit1onaJ assurancas (e 9. referra] mechanisms mechanisms for .

Pe . y -

agreement.,. L_-'—, '

, i;‘ :

o Schadyle fornperiodic review of agreement.

_.dpdating, revising, etc.) ji;, ‘

- s

.h.‘  Specificat1on of additional +ncentives to be prov1ded as a result

of the written agreement 2 e., funding additiona] staff, work
space, etc. - - ,/,

y -

Other Agencies ~

-

‘In providing services to the- birth to three handicapped population,
collabora;1on with a variety -of agencies may be desirable. The following

1s a 115; of‘féderaTTy funﬁed programs, other than special education, which

L prbvrde services of some "type to this popu}ation‘
-:;"'f' ;...-ﬁfarly and Periodic Screening, Diagnosis and Treatment (EPSDT)

f:‘.if .753{'”7'-Materna1,and Child Health Services ,
' N "énipn1ed Children's Services

Developmental Disabj{;ties Services

,Supplemental Security Income - Disabled Chi]dnen's Program

Head Start Programs |

Social Services
Somelinteragency aéreement already exists between these agencies at
tne federal 1eve[e LEAs a?e aiso encouraged to develop interagency
agreements with state and locally funded as well as priéate programs if.the
nesult is better service delivery to nandicapped ehildren age birfh to

t

three. | . .
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A Guide for Deve]opihg Interajency Agreements. Available from:

Printiné Section, Department of Education, P.0. -Box 44064, Baton
~ Rouge, Lbuisiaha, 70804. |
Kazuk,‘E;,fGEeene, L. & Magrab, P.R. Case study for planning
coordinated services. In Magrab, P.R. and E]dq{, J.0. (Eds)

/ Planning for Services to Handicapbed Persons: Community o

Education Health. Baltimore: Brooks Pubiishers; 1979

Audette, R.H. The Public Schoql/ﬂﬁﬁ?;istrator's Guide to Interagency

Cooperation Implementing the Education for A1l Handicapped

Children Act. (Available from MSDE)
' _sm—

The Regional Resource Center Task Force on Interagency Coliaboration.‘

Interagency Collaboration on Full Services for Handicapped

Children and Youth: A quide to State Level Plannng and
Development (5 Volumes). DHEW/BEH, 1979. (Available for loan

from MSDE).
A

\

Example ’
//*~—""?;}10wing are several interagency agreements provided as examples.

'LEAs aré encouraged to examine Appendix B carefully before attehpting to

formulate agreements, rather than simply mogdeling agreements after the

examples.

v DRAFI
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_DRAFT of
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. Cooperative Agreement

. b Between
. » . .- ¥ »
¢ Maternal and Child Health Services, 3

”

.. * South Dakota 6epartment of Health

and . %,

’

" : The Section for Special Education,

South Dakota Department of Education and Cultural Affairs -

«

Purpose:

7~ . The purpose of the cooperative agreement is to coordinate the cfforts ,
of both agcncxes towuard the success of area-wide screcnings. Lfforts will
be coordinated in order!'k cut down on duplication of services and in order
to utilize already cxisPIng services to identify, evaluate,.and appropr1ately
place children in need of special and prolonged ass1s;an c.

The purposc of these screenings include: 1) 1dentxf1gatton of chxldxcn
with complex, chronic problems who thereby would be eligiblie for Crippled
Children's Services, 2) referral of any identified problem to the proper
source of care, 3) to aid in development of a proper treatment plan or ‘
individual cducational plan, and 4) to identify various agency funding '
sources for the 1dcnt1f1cat1on, evaluax1on, and placement of these childyen.

.

Responsibilities of Maternal and Child llealth Servxccs, S}uth Dukota Department
cf Health:

MCIIS agrees to: \ \ . .

> 1. Conduct area-wide screenings in the West and Missouri Valley Regions.
' 2. Provide follow-up to all identified medical problems.
3. Prpvide information to appropriate agencies concerning possible
funding sources for. further cvaluations.. »
Send cducational referrals, to the appropriate local school district.
5. Send educational referrals to the Section for Special Education,
South Dakota Department of Education and j)lturalyAffairs,.for

£

appropriate follow-up. e :

6. Review this agrecement on an annual basis

7. Designate Timothy Schmaltz, Director of fHealth 5c1v1cc> Division,
for liaison activities between departments and’cooperation with .
the arca-wide-screening teams. |

Pl | - |

[}
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)

of Education and Cultural Affairs: ’
The Section for “Special Education agrees to: » D
: 1. Inform local school districts of the importance in usihg the services
';P" . provided by Maternal,and Child Health Services for their Child

Identification efforts. ‘
. 2. ‘' Encourage local school districts to follow correct procedures for

all referrals made as a result of the screenings.

3. Provide follow-up for ecducational referrals made to the suut1on for
Special [ducatxon ) .

4. Review this agrecment on an annual basis. p) ) ‘

5. Designate Norena Hale, Special Education Administrator, for liaison
activities between departments and cooperation with the arca-wide
screening teams.

Assurances: .

1. This agreement may be amended by mutual consent of bpth parties and
may be terminated by either party upon thirty (30) days' written
/’ notice to the other party. N
2., This agrecement becomes effective on the date and ycar that both
parties have signed this agreement.

. 3 ~ ’ i
Maternal and Child lealth Services ~ .
South Dakota Department of llealth !
: ~
Secretary . Date
<«
The Section for Special Education g
South Dakota Department of Education and Cultural Affa TS . F'4

~ Secretary 7 Datc”




'INTERAGENCY COOPERATIVE SERVICES AGRERMENT
Department, . ntal Health and Mental Retardation

' v and Af"' oL
Y g " Department of Education .

This-interagency cooperative services agreement was made and entered into

March 1, 1978, by and between W. E. CaﬁgBell, Ed. D., Superintendent of Public
Instructidn, Virginia Department of Education and Leo E. Kirven, Jr., M. D.,
Commissioner, Virginia Department of Mental Health and Mental Retardation dnd

amended April 1, 1979. . : ] : “

-

=~ The purpose of this amended agreement is to provide maximwn coordination
and utilization of services of each Department in order to be consistent with
the Revised State Plan for the Identification and Diagnosis of Children Vho

Are Handicapped, which was transmitted to Governor Godwin’pn January 11, 1978.

The provisions of this agreement, as amended April 1, 1979, shall reflect
the policies 'of the Department of Mental Health and Mental Retardation and the
Department of Education, and shall become effective upon the date signed by the
Superintendent of Public Instruction and the Commissioner of the Department of
Mental Health and Mental Retardation. °The agreement shall terminate upon the
written request of the Commissioner or Superintendent. This agrecment may be
amended by mutual consent of the parties concerned, and it will be amended if
required by Federal or State laws or ‘regulations. -

The Department of Mental Health and Mcntal Retardation agrees to the {ol?
lowing: ' '
1

1. To encourage Community Mental llealth and Mental Retardation Services
Boards to cooperate in child find procedures required by local
school divisions. . »

2. To encourage Community Mental Health and Mental Retardation Services
Boards to enter into contractual agregments with local school divisions
and Health Departments for the provisions of diagnostic evaluation
and treatment services for emotionally disturbed children.

3. To encourage Community Mental Health and Mental Retardation Services
Boards to develop treatment programs for emotionally disturbed and
mentally retarded children in cooperation with educational programs

~ for such ch#ldren provided by local school divisions. »\\

4. To provide special education programs for mentally retarded children
ages 2 to 21 residing in State mental retardation facilities in order

. to receive treatment and habilitation training, in accordance with
Board of Education regulations.

4
/ ~ Education programs will be pxovided ‘at no cost to the parents.

The treatment and habilitation training will be subject’ to DMHR
-reimbursement in compliance with Section 37.1-105 through 37.1-119
of Code of Virginia:

@; V
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5. To encourage the coordination of educatiojal prog%ams with treatment
_ nrograms provided for handicanned children in State mental health
\J/ and mental retardation facilitigs. L - .

6. To provide adequaté space for the sgec1a1 education program within
State mental health and mentgl retardation facilities.

. .

7. To provide access to information needed for the sunervisionwof
educational programs by authorized renresentatives of the Denartment
of Education in those State facilities onerated by the Denartment
of Mental Health and Mental Retardation.

. 8. To cooperate with the Department of Lducation in a study ol mental
hcalth needs of handicapped children ‘for possible 1nc1u51on in the
revised Mental Health State Plan. ) .

9. To cooperaty with the Denartment of Education an school *
divisions in providing them with written procegdres thAt are ~
) required when con51der1ng the admission .of hgAlicapned children
to facilitics operated by the Denurtment of/ficntal liedith and Mental
Retardation. .

The Department of Education agreés to the following:

1. To nrovide appronriate special education scrvices through local school
divisions for those children identificd and diagnosed as being °
emotionally disturbed or mentally retarded. .

2. To nrovide annronriate cducation for cmotionallv disturbed children
ages 2-21 within mental health facilities onerated by the Denmartment
of Mental Health and Mental Retardation in accordance with Board of
Education regulations. . .

>

(#1)

To nrovide supcrvision of snecial education nrograms conducted within
- State mental health and mental retardation facilities.
4 »
4, 7o provide consultation regarding avéilabie snccial education curriculum
materials for programs conducted for hand canped children in State '
mental health and mental retardatlon facilities. ‘

Funding Sources: oo .

X .

. The implementation of this agreement is contingent unon the availability
. of approoriate funding for the above referenced services.

/ \
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Leo™E. Kirven, Jr., M."D/ 4 S/ John Davis, Ed. D.

Comnissioner - Superimn¥¢ndent of Public Instruction
'
)’ : 9% 18, 1979 /2,,//“'77 ‘
Date .
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Approved by
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Approved by:

E 7}/‘/' ).s’

/ JemmL Harris, M.
Sccretary of luman Resources
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waaé Gllley, Ph
Secretary of Eduuatlon
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e
INTERAGENCY COOPERATIVE SERVICES AGREEMENT -

BETWEEN

VIRGINIA DEPARTMENT OF EDUCATION ' FT .
| -« DR

DEPARTMENT Of WELFARE

fhis interagency cooperative ser;\ces,agreement is made and enteqld into
by S. John Dayis, State Superintendent .of Public Instruction,’and WilViam L.
Lukhard, ,Commissioner of the Department of-Welfare,

The purpose of this agreement is to provide for maximum coordination and
utilization of services of each Department in order to be consistent with the
Revised State Plan for the Identification and Diagnosis of Children Who Are . .
Handicapped. ;

The provisions of this agreement shall reflect the policies of the Depart-
ment of Welfare and the Department of Edugation, and shall become effective upon
the date signed the Commissioner and the Superintendent. This agreement shall
terminate in one”ear subject to .renewal with or without amendments. This agree-
ment may be amended“subject to mutual consent of the parties, provided that
such changes are stated in writing to ‘the other party 30 days prior to the effec-
tive date of such changes. Federal and/or State regulations or laws may be
imposed which would necessitate changes or amendments.

. . A, The Department of Welfare Agrees to the following:

\

. 1. To assist local welfare departments in the referral of children
(ages 0-5) through the Early and Periodic Screening, Diagnosis \\

and Treatment. Program, to Tocal health departments for the
purpose of diagnosing and identifying handicapped children.
tsd

‘ip ‘ +2, To assist local welfare departmen n the appr?priate referral/

placement of suspected/identified handicapped children under their
care in accordance with Requlations and Adminisfrative Requirements
for the Operation of Special Education Proaramsfin Virginia.
3. To assist local welfare-departments in their JyMderstanding of the
characteristics and needs of handicapped chi n through information
and training. . ‘

c—_

4. To develop and implement a plan for the training of foster parents
caring for handicapped children, .

5, To provide, thrcugh local welfare departments, information on all
services and financial programs available to the handicapped child
and family. ' .

6. To cooperate in the transfer of information concerhing handicapped
children between departments, consistent with State and federal laws.

», ' Ll

A
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o 7. To deve]op a system for, o rate structure for services to handicapped
children in foster care facilities and to cooperate in the négotiation

of rates. for various res1dent1a1 fac11ities serving handicappe
K children. . . ﬁ T

B. The Department of Educat1on Agrees to the follow1ng
~ " 1. To provide appropriate spec1a1 education and re1ated serv1ces through
Tocal school divisions and State operated programs -and facilities
for those children identified and diagnosed as hand1capped.

2. To share appropriate information with the Department of Welfare in
. conformity with the Management of Student's Scho]ast1c Record in
the Public Schools of .Virginia.

. . ‘ - B »
’ 3. {i;ﬂcooperate.in the approval of private educational’facilities for
andicapped children in the care of welfare. ‘

*4. To assist the Department of Welfare in the implementation of the
plan for understanding and training of department personnel, foster
parents, etc., responsible for hand1capped children in accordance
with Requlations and Adminstrative Requirements for the‘Uperat1on
of Special Education Programs n VTrg1n1a 0!

. e 5. To cooperate in the'development of a system for a'&ate structure for
' ' services to handicapped children in foster care facilities and to

\ ’ * cooperate in the negotiation of rates for various residentj

" facilities serving handicapped children.

N C. TFunding . . . S,

° The 1mp1ementat1on of this agreement is contingent upon the ava11ab111ty
- of appropriate funding for the above referenced services. .

/%032!/— (), (/ZQ o

s, Ed. Q. William L. Lukhan&"Cnmm1ss1oner‘\\\
r1nt dent of Public Instruct1on Department of Welfare

Dafe ,L; //7/'7f Date_ |

LY ,f’/-
. [ .
: ) ) " ' N
)/ ”( &/( (WW
Js ‘Nade Gi11ey, Ph D .Jean Lz Harris, M. D.
Secretary of Education ) Secreﬁary of Humar Resources
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Procedures for implementing the agreement beétween Maternal and Child Health

Service and the Section for Special Education as they relate to the Missouri
valley Regional Maternal and Child Health Office . .

’ - A
Maternal and Child Health Services, Department of ilealth and the Scction
for Special Education, Division of Elementary and Secondury lducation, have
made an agreement to coordinate their efforts toward:the success of the Rural

Screcning Clinics. The two offices will be working jointly in identification '
and follow-up of children who are eligible for cducation of the handicapped.

Upon completion of each screening, the rural screening team will.make
referrals to parents of ecach identified child and to all other appropriate )
agencies, as determined necessary by the rural screening team. For those -
children identified as hav1ng an educational problem, referrals will be made
to their respective school districts and the Section for Special Education
also.

’
.

Referral and follow-up procedures for the Section for Special Educhtxon
and local school dlStrlCt (LEA) are outlined below:

MCHS - Missouri Vallcy Region will:

1., Send .all educational referrals to the 1dent1f10d child's p

school district, and the Section for Special Education. F‘
Scction for ‘Spccial Education will: k

1. Reccive a copy of all educational referrals from MCHS.

2. Place name of referréddchild in his/her respective schoot tiie. .

3. File referral in the Special School Placement file. *
. 4. Contact a regional representative, such as Direction Services
or Association for Retarded Citizens, to conduct follow-up on all .
educational referrals. This may -be done through verbal or written
contacts with the child's parents and/or school district.

[ ~

5. Inform MCHS of all follow-up conducted and the results of 1t.
Local School Administrators will:

1. Makeyreferrals for screening to their community health nurse or

local health facility.

2, Determine whether to send one or more school personnel to attend

all or part of the rural screenings and/or staffings. .

3, Receive a copy of educational referrals from MCIS.

.C
Co
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Aruitoxt provided by Eic:

ERIC.

'

V=T -

;. hd . ~ , . . «
Va . - -
A o .
. ~ . A ‘ \
f - .

'Rcfcr to thc South Dakota Adm1n15trat1ve Special Lducation llandbouk for the

follow1ng procedures: :
4 N
4. Determinc appropriate evagluation and sourcec of funding (rccommendutions

may be on referral and clarification may be obtained from rural serecening
team)

R

. Coe
5. Wxthln 30 days organize a/placement comnittee mebting with the
parent(s) of the child, the 'evaluator or somconc to interpret the .

evaluation\data, an administrator, a special cducation teacher, and *
\Jj any support ervaces -y .
6. Through tﬁe placement committee; write an 1nd1v1dua1 cducational ’
program (1E®) for the'child, and: - \ ¢
" -
v70 Thyough the placement committce and the IEP, determine the . -
. appropriate educationgl placement and place ithe child. .
| - -
. ‘ a5 .
’ » A
y . $
’ < * 4 ] .
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APPENDIX C °
RESOURCES FOR" IMPLEMENTATION OF CHILD FIND {

v v v

Media’ Resources
'y R
) TV Stations - Inc1uding Cable Announcement and News Stations
Radig Stations - Talk Shows,.Sports, Announcements

Major and Local -Newspapers . . - .
~ Publications or Newsletters - L .
Community Publications .. : )

Local Company or Business Publications ;;‘

School Publications '

Other Agency -PubTications - Espically those woﬁking with the

handicapped

Bulletin Boards - Post. Office Groceny Stores, Laundromats ete.

Bus \Ads ‘ i C J

Billboards - - ,‘ CL .o o
} "Store Front Displays T T T

Awarenesg Days ... "+ - . .o

Fliers and Brochures . .. - , JRR S o

‘Posters L ‘ e

Slide - Iape Presentations/Public Speaking ‘ : - Ly,

Agency Resources .

Medical Associations - Inciuding Dentists ST
Ethnic Organizations T ' ; - B
Parent Groups ' . oL e S
Service Groups. | © ) . o e X
‘. Fraternal Groups S ' R U «
.. Social Service Organizations o : t
‘® Day Care Cénters and ‘Nurseries” - o - c
: Public Health Agencies . o o - . T -
Social Services Agencids. - " T R ' LT
. Child-Development €lthigs : . .
* ' Mental Health Counseting Centers T N
MH/MR_Community Service Boards. = - S

-~ -

Eommhnity Resources coee DT e -- ce Sy
Welcome Wagon- Kits ' . PO
Phystcians Offices - Pedjatricians, Obstetricians General o . NES
Practitioners,. Opthamologists, Meuroiogjsts . _— T - o s
hurches and Clergymen AR B . N . ST
Postmen - Rural-Routes ’ _g:\ i 4;) -
z Military Bases : g - ~ -

-‘Majeg Emp]oyers - Including Banks and utility Companies * . B




further evaluation. Further, a ch11d should never be labeled or referred ‘\TL\\i_“____
for sefvices solely on the results of screening. —

| - APPENDIX D o |
- , ' ~ SCREENING . | .
¥ The purpose of screening is to 1eent1fy all children who would benefit.
from'special education services. It is a process to determine ‘whether a
child should be referred for indepth assessment, and should not be confused
with diagnosis, assessment or eva1uation, as it may become too cost1y. It
is a brief, first step measurement activity which shou1d be fast, efficient

and economical and should only indicate that the child is in need of

DRAFT

TYPES OF SCREENING

Screening may be individual or massed (community). Massed screening °
is ut11ized to seek out children who may require assessment and speciaV
services and is usua11y done at an educationa1 or health care setting, such
as a Head Start day care center, with the time and p1ace announced and
eevertised to the public. Indiv??gslﬁgcreening, on the other hand, is
ongoing and may be done in the home or in an educational or health care .
setting.

For'a massed screening, the te11ow1ng steps are recogpénded:

1. Identify ‘existing resources - eliminate dup11cation;‘coord1nate
services and/or personnel.

2, $e1ect a screening coordinator - one person should be

responsible for the development and coordination of the screening

-~ program. ‘

-

3. Establish a p1ann1ng committee = for assistance in p1ann1ng and

“é__bzr 1mp1ementation, fran varjous personnel/agency resources.

/ N ‘ s
L o
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o . N
4. MName target population - geographic location, age range,

eligibility requirements, how many children. BRA;I

5. Determine areas to pe screened - e.g., developmental,
speech/language, héé}ing; vision, social/emotional, health.

6. Select screening 1nst;uments. ‘;

7. Determine who will administer each portion of the screening - may

{nclude parqprofess1ona15, volunteers apd\garenps. “)

8; Arrange t1m€:apd place.

9. Plan procedures for public awareness - timelines and methods.

10. Implement public awareness progrém.

11. ,Tégin séreeniqg:ggrsonnel.,

12. Implement screenings. .

13. Data Interpretation - immediate feedback to parents or through
letter or future conference.

14. Collect and anlyze data - interpret for each child to 1dent1ﬁy~

those to be referred for assessment.

This prdcess may also be modified for use in individual screening
progréﬁs. \

In most cases, both types of screening utilize a standard screeﬁfng
instrument. However, in the case of an infant with a very severe br .
obvious handicap, an instrument may not be used. “EyeBaIT“ screening
suffices, and the child is referred directly for assessment. This may also
be accomplished through a telephone canversation with a parent, where it
becomes obvious that the ch11q‘requ1res assessment. With the more mildly
hand{capped ch11d,!2creen1n9 and égsesément aré usually two distinct steps

in the process of identification.




WHO REFERS FOR SCREENING?

~ Referrals may come from a wide variety of sources. The more _
imaginative the LEA haslbeen in 1nform1n§ the community through Child Find
public and professional awareness (see Appendix C), the wider the range of
referral sources. Referrals for individual screening typically come from a
parent, professional or agency. Referrals may also come from pri%ary
health car; providers, clinics, social services programs and general

community sources, such as neighbors, postmen and clergymen.

WHO SCREENS?
One person should be designated by each LEA to coordinate all

screening activitiesr Persons who do 'the actual screening may be parents,
teachers, paraprofe§;1onals, health professionals, child care workers, and
other volunteers. These people must, however, be trained to use the
particulaq screening instrument(s) by a professional who {s familiar with
and has used the instrument(s). These professionals may be educational
specialists or supe(visors, psychologists, speech therapists and others
knowl edgeable about screening 1n§fruments. It is important to emphasize
that it is usually not eédnomical to use professioﬁa1§ for the actual
‘screening and that their time will be ;;re efficiently used to train'others
gb screen because of the large numbers'of children. Interagency
coordination may be very helpful in the area of planning for screening and -
actually training people to screen (see Appendix B).

-It may also be helpful for the LEA to develop a citizens aézisoyy
board or council, in order to mafntain community interest in screening

efforts and to make sure the community is aware of screening plans. People

serving on the screening advisory board may be parents of handicapped

v

DRAFT




children, representatives of agencie; serving pre-kindergarten children and

6fh§?‘*ﬂ§erg§§gd people within the community.
| . {

—

COMPONENTS _ -

-

The screening for each child should include the fo]lowing’components:

1. Information including the age at which developmental milestones

—

were attained. -

2. Results of previous dssessments and evaluations.

3. History of treatment received for disabilities.

4. Cognitive and/or speech/language functioning - receptive and :

expressive.

5. Gross and Fine Motor Jcﬁoni ng. BRAFT

6. Social/emotional/behavioral functioning.
7. . Self-help skills, when épp]icable.

8. Observation of the child in home or educational setting.

Items one through three may be obtained from the parent or guardian

either through interview or written form. Items four through seven dre

usually covered by administering a general standardized ‘screening

instrument. Item eight is usually accomplished during the administering of

the screening instrument. Some instruments, however,.may only require

jnformation from someone knowledgeable about the child, and in these ‘cases,

the screener shou]d make a point to observe the child.

3

screening consists of:

A. A brief parent interview or fonn._';

Therefore, the "

’
.

At

-

B. Administering of standardized deve]opmental screenjng ‘{nstrument.

te L) ;

C. Observation of the child.

BN
W
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-
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If possible, it is also desirable to administer or reyiew thgbresu1ts
of both a visual and aud;tory screeniﬁb. This may be practical for a '
massed screening, but not for individual screening, unless the child
obviously requires them. In any case where a ch11£ is suspected during the
sEreening of having a visual or auditory problem, but tests cannot be
administered, thg screenfng report should include a recommendation for

assessment in these areas. Experienced screeners should use their

! .
d13cretion\jn deciding what instruments to administer during the screening. .

S DRAT

A screening instrument should be chosen with several criteria in mind:

SCREENING INSTRUMENTS

° ;t should be standardized (should.compare thé_ch11d with the
generé1 population). ,

°~ It should be easily, quickly, and economically administered (cost
effective). ; . |

f It shpu{d accurately sort out children who need further study
yith'as.few mistakg§ as possible (valid and reliable).

° It should be acceptable to the professionafs who may be doing

) -+ follow-up assessment.

°. It should address all or most of the areas mentioned above as
’ . :

components of a screening.

~

It is advisqb1é,for¢the LEA to choose one standard screening

‘instrument to use for éﬁ1rch11dren, This will facilitate ease in trainiqg

1

; of screeners, adﬁinistering the instrument, and reporting the results. The

LEA should be careful not to use assessment instruments for screening

¢ .14.5
.

because it will be'costly and time consuming. .

w
1
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An educational agency which has developed its own screening 1nstrument'
may use‘1t~1f it meets the criteria outlined above. If one has not been
developed, it 13'2 qb]e to use an instrument which has already been
deve1obed and provenueffecgive, rather than go to the expense’and\gime to

develop one, Available instruments usually will meet the LEA's needs.

. Appendix F -provides guidance in this area. FT

THE SCREENING REPORT . -

The ‘report should be a brief report summarizing'the results of the
screening, written by the person who screened the child. It should include
the fo]fowing: , :

:ti. A brief summary of the 1ﬁformat10n reported by the parent or
- guardian. (If a form is used, it may simply be 1hc1uded.)
2. A brief summary of;the results of the scrgening instrument.
3. A short description of the observation of the child.

4, Recommendations

1

e

The recommendaiions are the most important part pf the screening
e written only by the screening coodinator or their

feport, and should
. designate. The recommendation may be one of three alternatives:

1. No services are 1n91cated at this time;

2. The child should be re-screened aﬁ a lqtervtimb (state length of

o

- time). ° ! ) v :
3. The chald should receive fupther assessment.
For a]ternat{ve three, any areas of assessment that' need special
‘attention shou1d‘be‘notéd (e.g. visudl, speech, etc.}). {f-the screeper is

in doubt as 'to which alternative to report, the child should be referred

for comb1e¢e assessment.




.

The entire report may be very brief and complete instrument results
may be attached. Screening results whfeh 1nd1cate further assessment or no
services at this time should be reported to the home schoo] ARD for further
action or filing. Results which indicate screening at a later date should

. be returned to the screening coordinator. These resuits should be shared
with cooperating agencies so that the child may be tracked as closely as

possible. A1l screening reports, regardiess of result, should be

maintained by the screening coo;-dinator. ‘ B RAFT

EVALUATION. OF SCREENING ACTIVITIES

Each LEA shou}d evaludte the effectiveness of the screening process.
Data should be maintained and compiled by the screening coordinator which
shnws how many children have been‘referreéifor screening, the source of
referral, how many have been screened, how‘nany have been referred for
%urther assessnent or aré being tnacked, and how many of those assessed are
' subsequently labeled for sér&ice. Cost analysis data should also be kept.
) :i,Exambles of this are provided in the model screening programs presented at

“the eﬁ&lof‘tﬁfs appendix. |

\ ‘lAs*a'requt\of _the statistica] and cost data, the LEA should determine

whether any-changes are necessany in the screening process {e.g. change in

screening 1nstrument, change in the training-of screg:ers, etc,). At this

point if the educationa] agericy ,hdas any agreements th other agencies,

1nteragency cooperation will be necessany ] that the changes will be
' effective and economical for all. ° R

.
Y
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PARENT INVOLVEMENT . . .

If.the child is going to be involved in a formal “hands on" screening

-~

(e.g. administerihg of a screening instrument and/or an gbservation) the
parents' written permission should be obtained. InFaddit{on, it is
advisable for the screener to consult with the p;rénts in gathering
information as well as to explain the §creen1ng procedure to them. It
should be explained to the parent that screen1n§ will not be used to label
the child or to develop an IEP, and that the child will not be diagnosed or
placed in special education based on the results. Other things to exp]aii
toléhe parents are:

° The reason for the screening reques%, if someone other than the

1] .

> parent has requested the screening.
' - Who !1i1 actually screen the child.

®  The procedures to bg used (what instruments, etc.).
* °  How the findings will be u%eﬁ'aud who will use them.

° The assurance of theirﬂfull involvement in the results of the

screening. -

It may be advisable to include these things on the written permission
form. The screener should also utilize the parent as‘fully as possible in
colléctjng information on the child. anélly, the parents should receive a
copy of the screening report from the screening‘coordinator with an
exblaﬁﬁtion of the\hext action, if in&icated. At this point, the screening
éoor&inator may wish to refer the parent to other agencies, if the
educational agency is not goihg to continue following the child, and a need

is ‘apparent for another type of service. .

>




MODEL SCREENING PROGRAMS

. * : -
Following are several models, which have been excerpted from the

N

\

. following source: - ]
Ramey, C. & Trohavis, P.. Find'f*g and educat;ing t‘:he‘ high-rish. and
handicapped infant. Chapel HiH,‘N.C.: Te.chnil.cal Assistance
Devéfbpment System (TADS), 1980. . - / o e

~DRAFT
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CHILD DEVELOPMENT RESOURCES INFANT PROGRAM/OUTREACH PROJECT

Lightfoot, Virginia i BRAFT

BACKGROUND AND PROGRAM OVERVIEW . o

This community screening program known as (Child Check) grew out of
the Early Identification Project, which was funded by a grant from the
Virginia State Department of Developmental Disabilities from 1973 to 1975.
So many infants were 1denttf1ed during the two years of’the proejct that a
comprehensive identification system was developed with four contact
strategies: (1) Child Check {community screening), (2) media public service
announcements (newspaper, radio, pos;ers), (3) physicians/hospital
referra]s, and (4) surveys.
. Since the community served is multi-county ranging from very rural “to .
sophisticated urban, Child Check goes into the community every spring to '
screen infants from birth to 2. Places are identified where large numbere ,\W\L\;j

of people frequent, (i.e., theatre lobbies, shopping centers, schools, ;‘
churches, social servfces of fices, etc.) and at key times o&.the day and
wekX (lunch, early evening on Friday or Saturday) Child Chetk staffers '
administer the Prescreening Denver Questionnaire and other appropriate

tools for vision, hearing, and speech problems. The Denver is scored on

the site with parents given results 1mmed1ate1y. If the:ehild fai]s a
recommendation is made for a further, in-depth screening “at another date,

S

and site using the whole Denver. .
Current funding sources for the Child Check program are; the state
(60 percent), United Fund (20 percent), public contributions (10 percent),
H

and private contributfons (10 percen;).




2 ’ . -
Target Audience for Screening:' Infants S K DRA FT

Obstetric complications
Low birth weight

Postnatal 111ness D
Prematurity .
Physica1 anomalfes L

M .

Neurological problems
- Devélopméntal problems
Sensorimotor problems
_Enviromnmental hazards

Mu1t1p1e factors

Conditions, Environmental Insults, Genetic Traits, or Handicgys being

Screened

Development delays, vision/hearing losses, afd speech impairments

Cost Data

h &

A

The fallowing cost data are based on serving approximately 100

children: \

1. Approximately $2.42 per child without mai11ng eva1uat10ns and -

results to parents first class.

2. Approximately“$3.97 per “chi1

AY

-

d with ma111hg eva1uat10ns and

results to parents first class.

3. Cost will vany depending on:

a. amount of postage

.
)
X

b. number of paid staff . '
c. all other costs are m1n1ﬁh1

- 4, These costs include one speech therapist at $20 00 per day and 20
- hours of staff time to codordinate, train and do follow-up. Once
a core of volunteers has been trained, costs are reduced since -

future training can be done
supervision.

5. This estimate does not 1nc1ude‘s§aff time for follow-up home

by vo1unteers with minimum staff - <

visits. It does presume Denver rescreening...

Services/Train1n9/Materia1s\Ava11ab1e

.
- . +

Child Find: A Manual. Describes, the process of 1ocat1ﬂ§‘and
{dentifying chitdren who are handicapped, suspected handicapped or
at-risk. Techniques include community education, use of the media,
involving the medical profession, surveys, interagency relations, and

community screening.

FOR MORE INFORMATION, CONTACT:

Corinne Garland,’ Executive Director

Child Development Resources Infant Program/Qutreach ?rodect ’ -

Child Development Resources
P.0. Box 299
Lidhtfoot, Virginia 23090

84 ‘




PROJECT RHISE OUTREACH
CHILDREN'S DEVELOPMENT CENTER
ROCKFORD, ILLINOIS

_ to those replicating the model or adapting it to meet their service needs.’

.deve1opmenta1 delay.

::centers and in conjunction with pre-school and public school registration.

-

BACKGROUND AND PROGRAM OVERVIEW - BJR A F I

Project RHISE was originally funded under the HCEEP to develop a model |
for service delivery to handicapped and deve1opmentaf1y defayed infants .and
their parents in_an urban, multicounty area. "Now in its sixth year, the

project focuses on outreach -- providing training and‘technjca1 assistance

One’ component of the RHISE model is screeming, which is accomplished

three ways. First, ch11dren referred to the'prog}am ere screened to
determine the1r need for an in-depth assessment (prior to program entry)
Some children with clearly demonstrated d1sap111t1es bypass the screening
process and go directly into in-depth assessment. Second, children in -
high-risk groups are routinely screened. These include all graduates of
the neonatah.intensive care unit at the local hospital, all chi1dren -,

. identified as having high levels of lead.in their blood, and ch11dren )

11v1ng in economically depressed areas who are considered at risk for

Third, mass screening efforts are made three to four

times a year using such methods as publicizing free screening at shopping

Physiéal qnoma11es

Funding sources for screening are: the state (45 percent),"1oce1
‘{ggencies k40 percent),. fees (11 percent), and private contributions (4 .
percent), L - l -
Target Audience for Screening: Infants ’
"Indfeators of Risk: i ,
¢ Obstetric- _n11cat10ns ) Neurological problems .= .
Low birth 3g“ght . Developmental problems M
“Postndtal illmess Sensorimotor problems
Prematuri . ' Environmental hazards

Mutt1p1e factors




.

L : :/VV,' ; e l .
C0nditions Envi ronmental Insults, Genetic TraitsJ or Handicaps being i
. . [} Fd
’ r‘ "' E AR "'u' - ' h
" cree ed . #L. i,"/ .
Screendng 19/1'or de]ays jn development many c%ﬂd be due to any of
< -

.,
4

“J

Y

the fun rangé‘of handicapgﬂng conditions environmenta] factors, : N
. E _
_'.misceTIaneoos genetic treits or'he‘alth impairments. ) .

Evidence of £ffect1 veness . »

+

A %tatistical Summary Report can be obtained from ProjectﬁﬂSE'which
details both chi‘ldren‘s progress and parents' progress. Screeniﬂg data . v

from the Denver Developmental Screening test is also avaﬂabe in written

-

repOl't- ‘ - . . .. - N
Mass Screeing Costs ) .\\j/’ A ‘ .o
" The cost data in Table 3 are based on a modeJ which has the fol]owing
al]owances per child scr!enedj - Y '
i . ' y
8- 20 minutes for actual screen1ng . ' .
, " = 10 mingtes for the individual administerfng the screening to .
.. ) write the report . . oo
--10 minutes for the secretary, to type and file reports T
- 5 minutes fdr the client coordinator to do schedul#ng, etc. -
- 4 minutes for the media coordinator to do advertising and - “

. public rel atjons \ . . . ‘
$ . N * N - .

L4

Table3 . . ‘ .
h \ PN .. . : .

" Costs for Mass Screening ’by Project R[iISE . . v

A

Basic* . (f;rt of dcreening by Administrator . )
Costs by Aide 8.5.. Teacher . M.S. Teacher B Volunteer L.
. DOST Outcome = $1.56 - "(52.85) . ' ($3.68) . . {=0-) ,
I s~ " N2 . - -
Pass . = : : ‘ . '
- ($1.57) - $3.13 - & T 8442 - . $5.25- & $1.57 -
- R \ . i . ,
Fail .. . ‘ ' - ’
($2.21) - $3.77 55 06 * / ‘ _ 55 89 . $2.21

*The basic -cost figure 1nc1ude? rnaterials and secretarial ’. cH ent
coordinator, and media éoordinator time. "It 1s considered a fixed amount
» per child screened. It does not include either the initial investment in
+he permanent equipient and materials needed to R{\e ‘MST or the cost of
training volunteedsy .




materigls to do the DDSI on 8 mass screening bais 1s 16 Denver Kits, 16

" are done at another site, transpor«tatiron costs must be added as weH as ‘

. add‘ttiona} saTa*y for traveling personne]. K I
Indjvidua] Referral Screening Co;ts e

aHowanced perichild screeneds . . NG T :
o ) / eyt . e '

- - 3Q minutes for actual screening St

- 30 minutes for the indiwiduaI administering the screemng to

 weite the report .. 7 oy

- 30 gfnutes for the Secretary to- type and fﬂe rep $

- 30%«35 forythe clisnt coordirator to: make contagts;: ‘
‘ dule the screening, etc. T el e MU0
[N . ’f‘, ' P LT “:-‘-e\" \a :

[ S :Tab’le4 e T

.‘S
‘h.

The recomended iﬁitial investment In permanent equipment and "\

u.,"

Denver ' ction Manua'ls, 1 Instructor S Manual, and 1 Proficiency

Manual. . ¥ol eers can be t'rainedkwfth these materia]s. :

The cost of 1n1t1a1 1nvestment . materia]s is approximatelx $152 50
The cost ef training volunteers “based. on & wor‘kshop with- 15- participants,‘

1s approximately §7.10- per. yolunteer. - o . S

- <t

The mode! costs assume that screenjng is done at the program. If they

" The cost dat in Tatﬂe 4 are based on “a mgdel which has the followi ng

. . - " . T
" [ .‘ .\.

Costs for Individual Screening by/ProJethRHISE

AT “Tost of Screening: by. Admfngstrator — \ . o
' Basic Cost® - T Kide £.3.. Teacher gacher S

by Test Qutcome '($ 3. n) (S 5 69) ' (S 7.35) <
., Pass ali areas of DDST - . .o
($6.20) s S 9.31 511 69 513 55 T
Fatl one area, of DDST _ i e LT
‘ . ($7.75) " +  $10.86 - $§13.44. oo 515 10«' -
Fail two areas of.DOST ' oL el - e T
($9.30) $12.41 $14.99 .-, ‘. 516* 65' S
T Fall three areas oFDDST L ~ - e O RN L
$10.85) $13.96 . $1_6.ﬂ54 e e, 318,2&' T,
: Fafl ‘fodr_areas ofolDST T A . S
(512.40) $15.51- 318 09.° ) “$19, J8- e o
*The basic cost figure. includes materials and secretariaj and- client LT e
coordinator tiem. It is a fixed amount pep’ chﬂd screened, It doeg.not. = TR

include the inital investment in pérmanent egiiipment and mitecjals.neaded
to do the Denver Developmental Screening Test. The 1n1t1a1 1nVestmerrt s+
$6.25 for eachi Kit, and $3. 0= for. the rnstruction ,Manca}. F e L

. » vy
i~ syt et




Services/Training/Maiérials Available \

Workshop Traihing Format for the Denver Development Screening Test.

The format for‘a six-hour workshop in the use of the DOST is available
for use in training paraprofessiondls and volunteers in the community

to screen children for potential developmental difficulties.
i
For More Information, Contact: -

Sue Wilke, Training Coordinator .
*Project RHISE/Outreach , . .
Children's Development Center :

750 North Main Street
Rockford, I17inois 61103
(815) 965+6745 )




APPENDIX E

e DRAFT

For complete infarmation on general assessment guidelines and

requirements, the reader shou]d refer to Protection in Evaluation:

Procedures for AssessingﬁStudents (Maryland State Department of Education,

Specia} Education Division, 1980) This ,section focuses on assessment
fssues particula? to the birth to three popu]ation.

Parent Involvement

Including the parent(;) in the evaluation of the infant is critical.,
First, it is belpful to the examiner to have the parent present during the
formal assessmentf since the child will be more comfortable and willing to
perform, ‘In some .instances, it 15 even advantageous to place the child on
the mother's lap during the examinayion to provide security for the child.
If the child is not cooperating or*n&t performing Lp to potential, the
mother can repoﬁi what the child is capable of doing under nofmél
circimstances. ‘Occ;sibnally, the eiamiéér may wish to have the mother
ef1c1t résponses from the child.

Secondly, a measure or -observation of‘the‘mother-child interact%on is
an important component of thq asse;sment. Because the pqrents are the
brimary caregivers and the child is so developmentally pliable during the
) per1;d of 1nfancj, an indication of the mother's patterns of caregiving and'
the child's own initiation of and regponses to interaction will be

1mpor;ant in diagnosing the child's problem and subsequently planning for

intervention procedures. This may be done by observing{the mother and

child as they interact during the assessment, or can be done more formally
by asking the mother to play with the child or teach the child and record

mother and infant behaviors on a checklist of responses. The Caldwell Home

Inventory is an example of such a scale.




Third, the assessment should include a developmental history of the
child, and the parent is the best source for this information. Parents may

also have medical information and other information compiled by various

agencies who have seen the child. BRAFT
Location of Assessment . .

-

The location depends on several factors: 1) type and severity of the
child's disability; 2) geogrgphic location of the school (rural, suburban;
urban); 3) available resouré in the schbo‘l and community; 4) parents
preferencés; and 5) funding sources. It is important, however, that the
assessment takes place in a setting that is familiar and comfortable for
the child, so tﬁat the best performance may be elicited. o,
Occasionally, however, in the casé of a severely or multiply impaired
1nfaﬁt. it may be necessary to bring th child to a clinic o? center where
he/she may be seen by a multidisciplinary team for assessment. Children
with mild or moderate problems should be assessed by commdnity or school -
based professiona®s wha are more likely to understand the socioeconomic
culturé and environment of the child, and be involved in an early childhood
network, having the pdtent1a1 tb be involved in the future .progress of the
child.: '

The Multidisc{p11nary Team

Al1l-the professiona{s who deal with handicapped children have the
potential pf being involved in the assessment of children aged birth to
three. Because it is impractical 1; most cases. to have many persons assess
a child in all areas of development, it is suggested that the child be
assessed only in areas of suspec;ed devel opmental problems. The Bylaw
requires that t;; child receive an appropriate educational assessment in A

the areas of reading, math, spelling, written and oral language and

perceptual motor functioning, as appropriate. Because the first three or

LS
four of these areas are not usualy appropriate for the infant or young




child, a formal cognitive or developmental measure such as the'Bayiey

Scaltes or the Cattell, will serve to fulfill this requirement. These
/\

measures must be.administered by a person qualified to do so.” In some

cases, a lass formal instrument may provide information on the child's "

deve]opment in most areas of functioning, which may be given by AFT
educational specialist. .

Beyond this primary component, other professionals should participate ’
Y

in the assessment as indicated by the chi]d s prob]ems. This may include
physical therapists, occupational therapists, speeph therapists, medical
personnel, hearing or vision specialists, social workers, and any, otfier

3

professional or specialist who may be able to cantribute to the diagnosis

of and planning for the child.

Components of the Assessment °
v The following components are suggested for the assessment of the birth
to three handicapped thiid: . ’
1) A formal or information instrument‘which meaSpres the child's
development in most areas of functioning (as described above).
2) A developmental history, including developmental milestones,
. . medical history, and an_y'previous'inter'vention effort: ,
educationa] or otherwise.
3) A formal or informa] observafion of parent chi}d interaction,
iﬂt]udiﬁg an appraisa] of the general home environment.

4)":Any other, special "assessments needed for a oompiete evaluation of

the child, such as pﬁysical, medical, speech :and language,

hearing, vision; etc.




' | \\ D R A F
Special Considerations / . T ,

There are several considérations tﬂat must be taken into account when

assessing a very young handicapped child. The examiner should bear the
following things in mind before and during the assessment: . )
a. State Considerations - the 1nfan£'s state (drowsy, awake and [
alert, active, etc.) must be taken into consideration for
assessment. What has occured before fhe assessment, such as naps
or feedings, will affect the infant's ability to perform to
‘potential. Tolerance varies greatly from infant to infant, and
special considerations such as medications, and seizures should

be voted and accounted for.

b. Response Style - The examiner must.pace the assessment according
to the baby's response style. For example, a child with cerebral
palsy may process slowly so that more time is needed for items.
Other babies may satiate very quickly so that the examiner must
move along at a fairly rapid pace. : : N
c. Contextual Considerations - The examiner 6ust have a feel for the
child's distraétibiﬁity. Youné children may respond to certain \\
types of visual stimulation such as patterns, brﬁéht objects, and
contrasts (be sure thq} the child is attending to the proper
stimuli, rather than your shiny necklace or checkered blouse!).
It s usually 'good practive to present test objects one at a
’ time, with the others hidden, so that the-child can focué their
attention on the task. ’ N -
" de Response Limitations - The examiner must identify the CQ11q's -
~"mode of response. For example, a physically handicapped qﬁi]d

may not be able to complete a response even though they may |,

» . .
“ understand the concept. Y4sually or hearing impaired children
. ('.l \
: &J |




»

3

may also have‘;i>kerent moées of response. The examineh\gwst

take these limitations into consideration in order to determine
the child's true level of functioning. The conditionszpf theo .,
assessment (chi]d s timitations, prompts given for test items,
etc.) should be noted in the assessment report, stating whether

the examiner feels that the cﬁmd s full abilities haveﬁR E

tapped. i}
ad

- o

e. Positioning - The positioning of both the child and the test

materials is important. A physically handicapped child must be

positioned so that the maximum respdhse can be faciiitated. For 4

example, the chair should fit the child, their feet should touch "
the floor, and careful positioning can inhibit extension patteﬁns
which may inhibit proper responses. Materials for testing must
be placed so that the child can easily regard them and touch them
if required. For example, a child with cerebral palsy who cannot
move his/her eyes vertically will not be ablt to follow the
trajector of a falling object. This could be mistaken as the
lack of a particular concept.
\\ f. Maintaining Interest and Performance - The examiner_shou]d

bdlance the failures and successés during the assessment to keep
“the child motivated and not frustrated. This will also insure
that the parent does not become discouraged. .

>

Assessment Instruments ' »

i
The following instruments are designed specificai]y for the assessment

of very young children. The instruments vary in purpose, age«range, and

"areas of assessment, so that they shpuia*be thoroughly examined by LEA's

, before use in order to assure that they will be used‘properly by qualified

examiners.

84
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- Brazelton Neonatal Behavioral Assessment Scale ] .

DRAFT o

T . Milani - Comparetti’Develqpmental Screening Test

- Bayley Scales of‘Infant Development -
- Cattell Infant Intelligence Scale

- Caldwell Home Inventory ”

Denver beve]bpmental‘Screening Test (DDST) < '. r

.

Denver Prescreening Developmental Questionnairg (PDQ)

74

»

-\ Alpern - Bol ! Developmengél Profile

- Boyd Development Progress Scale

- "Neonatal Perception In¥entory

- Caray Infant Temperameﬁt Quest%onﬁaire‘
Erickson3s Parent-infant Care Record '
- Qashington Guide to Promoting Development’ in the Young Child
- Denver Eye Screening Test (DEST)

- Dghver Articulation Screening Exam (DASE)
-"benver Audiometric Screening test (DAST)

- Gesell Developmental Schedu]es ‘ T

. ) . . Cw
- Learning Accomplishment Profile ‘ T g
- McCarthy Scales of Children's Abilities v \ -
- Portage Guide to Early Education '
4 .
L L r
- Preschool Attainment Record
' “.\\X' R
, ' &, ‘
Additional references are offered in Appendix F. .
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" SCREENING AND ASSESSMENT INSTRUMENTS

Included here is the list of screeninq and assessment instruments far
the birth to five year population, which are available for loan to local
education agencies and other cooperating agencies from the Maryland State
Department of Education (MSDE), according to Sectdon 3.3.2 and 4.3.2 of the
plan. MSDE does gpt necessarily endorsesghese instruments, however, would
like to make them available for trial use and examination so that LEAs can
make their own decisions as to which instruments to choose for consistent
use. A matrix has been provided which 1ists the author and publisher, the
purpose and.description, the age range and disability, the examiner
qualifications and other pertinent information’ regarding each instrument.

Additionally, this 1ist of instruments is by no means complete, and
LEAs are encouraged to examine as many screening and assessment measures as
possible. - The fallowing resources may provide more detailed information on
. a larger number of instruments:-

Test Analyses: Screéning'éhd Verjfication Instruments for Preschool
Children (3 Volumes). Pennsylvania State Department of
Education, Harrisburg, 1977, 1980. (Also available through
ERIC). .

Ear1y Chi]dhood(- Ident#fication and Assessment, 1977 Topical
) " Bibliography No. 702, CEC .Information Services and Publications,
. Reston, v1rgin1a. ,

Perspectives on Measurement (from: A Collection of Readings for’
Educators of .Young Handicapped Children, edited by Talbot Black). -
Technical Adsistance Development System (TADS), Frank Porter
Graham Child Development Center, University of North Carolina,
Chapel Hill, 1979. '

-3

‘ . ‘ .
Evaluation Bibliography: Parent Child DeciSion Makers -/Tadscript #2.
Distributed by: Instructional Materials Center, 1020 South

Sprjng Street,‘Springfie1d, [11{nois, 62706.

.. Gallagher, J.J. and Brodley, R. Early Identification of Developmental
Disabilities, Yearbook of the National Society for Study for
Education. Part II (Vol. J1). Chicago: University of Chicago

" Press, TQZE:\Hi .
"Grim, J. (Ed.) Evaluation'Bibliography. Chapel Hill: TADS, 1973.

~ Coordinating Office for Regional Resource Centers. Preschool Test
M=  Matrix. Lexingtor, KY: University of Kentucky, 1976.

Cr;ss, L. & Goin, K. (Eds.) Iantifying Handicapped Children. New
York: Walker and Company, 1977. )

S

oA




Johnson, K. & Kopp, C. A Bibliography of Screening and Assessment
Measures for Infants. UYniversity of California, Los Angeles.

Walter, D.K. & Wiske, M.S. A Guide to Developmental Assessments for

. oA

Young Children. Early Childhood Project, Division-of Special
Education, Massachusetts State Department of Educaiton, 1979.

Chazdon, C. & Harvey, D. M.* Child Find: A Handbook for

Implementation. Denver, Colorado: Colorado Department of
Education, 1978. . ’

.

“ DRAFT
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16.
17.
18.
19.
20.
21.
22.
23.
24,
25.

26.

27.
28.

Birth -.Five years Screening and AsSessment‘Instrumerts - MSDE

Anima] Crackers ) e “
Bay]ey "Scales of Infant Development .'. l . L,

Behavioral Characteristics Progressiono_ L DRAFT
Bender Visual Motor Gestalt Test “‘:h - L

Brigance Diagnostic Inventory of Ear1y DeveTopment LT

Carolina Developmental Profile o
Dénver Developmental S¢reening Test ~
Developmental Test of Visual Percepgjon
Environmental Language Inventory X:;' ' 7

Environmental Prelanguage Battery ,/’///

Goldman - Fristoe - Woodcock Test of Auditory Discrimination

Hawaii Early Learning Profile (HELP) )

Kindergarten Auditory Screening Test

Learning Accomplishment Profile (LAP) ,
Lindamood Auditory Conceptualization Test . -

McCarthy Scales of Children's Abilities

McCarthy Screening Test

Minnesota Preschool Scale Form A

Motor-Free Visual Perception Test

Peabody Picture Vocabulary Test - Revised Forms L and M

Portage Guide to“Early Education

Preschool Attainment Record (Ri::arch Edition)

Preschool L;nguage Scale

Preschool Language Screening Test ‘

Progress Assessment Chart of Social and Personal Development - Form P
(PAC)

Psychoeducational Evaluation of the Preschool Child

Quick Neurological Screening Test ) -
Wechsler Preschool and Primary Scale of Intelligence (wPPSI)
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-~ Test Author/ Purpose/Description Age Range/ Examiner Other
Publisher Disability Qualifications
Animal Crackers  Adkins/Ballifi Screening Preschool- Knowledge of. 1 Administration
To provide information Grade 1 -'Al11 instructions in manual Booklet '
CTB/McGraw Hi11 regarding a child's motivation disability and should be sensitive
1973 to learn and achieve. Looks at groups. to the child's Examiner Manual
" non-intellectual oriented reactions and rapport. Missing
behaviors {school enjoyment, Prerequisite :
' self-confidence, purposiveness, skills: . 1 Consumable
instrumental activity and Knowledge of . Individual
. - self-evaluation). Scores may  left and . Performarice
be converted into percentile right. Record
rankings. ’
Not “
- recommendéd

for bilingual

-] A;>¥5;;f:) - children. A : ' )

[ u .
_Bayley Scates of Bayley Assessment ,CA: 2-30 Should have. experience Test materials
Infant Develop- ' The Mental Scale assesses “ onths - A1l iA testing infants of complete.
ment. ‘The ' sensory perceptual acuities, disability all agés, and be able
’ Psychological discriminations, and ability to groups. to effectively interact Consumable
Corporation. respond. The Motor Scale with infants at various record forms.
1969 measures the degree of control levels of development. a
« of body coordination of the Should be thoroughly Materials not
large muscles and manipulating familiar with the provided:
skills of the hands and directions and scoring 8 common items.
fingers. The Infant Behavior procedure.
Record assesses the child's , . .
social and objective .
, orientations toward his ' x
environment. Scores may be : .
compared to normm tables to get .
a mental and Psychomotor o
Developmental Index or an age » m \
equivalent. .
40 . -
—f .. 40
,'~ . .




Other

Test Author/ Purpose/Description Age Range/ Examiner
. Publisher ) . Disability Qualifications
[ P2
Behavioral Santa Cruz Screening Age range not Must be familiar with Contains one BCP
Characteri®tics Special Nonstandardized, criterion specified - the child's habitual Binder, 3 sets
Progression Education referenced to help a teacher AN behavior and of BCP charts
(8BCP) Management identify which behaviors to disability performance and must and 2 B8CP
System, focus upon within the basic roups. have good observational observation
’ areas - Self Help, Perceptual skills. May be the booklets.,
- VORT (Motor, Language, Social : classroom teacher. ’
Corporation Academic, Pre-vocational and .
1973 * Vocational. May be used to
determine a child's present
performance levels, as well as
short term objectives.
Bender Y;;ﬁé? Bender Screening/Assessment CA: 4yrs. - No specific training 1 Manual
Motor Gegtalt . Designed to detect visual Adult necessary to
Test American Ortho- perceptual difficulties and the All administer. The person Consumable
psychiatric - possible presence of brain disability interpreting the Record Fornfs
Assoc., Inc. _ damage. Child is asked to groups. reproduced figures
1946 reproduce (draw) 9 figures, and - should be knowledgeable Figure Cards
each figure is analyzed in Preprequisite about the scoring Missing.
S accordance with specific Skills: criteria.
criteria. ability to
) copy forms.
Brigance Brigance Screening/Assessment Developmental Can be given by a / Manual,
Diagnostic Criterion and Normative Age - Birth paraprofessional with including
Inventory of Curriculum- Referenced. to 6 yrs. professional laminated pages.
Early Associates 1978 supervision.

Development

Determines developmental level
and strengths and weaknesses in
the areas of psychomotor, self-
help, speech and language;’\
general knowledge and
comprehension, and early
academic skills.

| 3
oy ~—
hl.ﬂ

n

o
]

8 Developmental
Record Books
(Consumable)

Some test_items
require -
materials
commonly found
in the home or
classroom.
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Test - L Au h0r/ Purpose/Description Age Range/ Examiner Other
Pub 1sher Disability Qualifications
Carolina Lillfg & Harbin Screening CA: 2-5 yrs. Should be familiar with 9 copies
Developmental Criterion referenced behavior for the items. Designed for (consumable)
Profile Kap]an Press checklist designed to be used mildly use by classroom
1977 ° with the Developmental Task impaired. teacher. Materials not
Instructional System. Designed provided» 17
to assist teacher in > common items
establishing long range . . . including toys
objectives in fine motor, gross (1isted in
motor, visual perception, manual).
reasonfng, receptive and .
aexpressive lanquage.
Denver Frankenburg, . . Screening Birth - 6 No Special Training 1 Reference
Developmental ﬂbdds Fandal,” To aid in the early . yrs. - All Required. Manual
Screening -Test identification of children with Disability

Kazuk and Cohrs
LADOCA Project

developmenta}, problems.
Sub-areas include personal-

Groups’

Parent may accompany
child.

Consumable Test
Forms.

andiPublishing social, fine motor-adaptive,
Eoundation, language and gross motor. Kit materials
Inc, 1975, Tests are judged as being - missing but can
' normal, abnormal, questionable be substituted.
or untestable. _ ” )
Developmental Frostig, Screening/Assessment CA: 3-9 yrs. Should be trained and Test: Materials
Test of Visual Lefever, Designed to-help identify Al observed by a qualified Complete
Perception Mhittlesey children needing perceptual disabilfty administrator, and .
. ‘ : training. Sub-areas include groups. thorough@y familtar Consumable Test -
Gonsulting Eye/Hand Coordination, Figure - Adapted with the test. Booklets.
Psychologists Ground, Constancy of manual avail- Generally, sgpuld not Lo
" Prass 1966 Shape, Position in Space, and able for deaf be a regular classroom Materials not
Spatial Relationship. Raw and non- teacher. provided:
scbres are converted to age English pencils
equivalents and scaléd scores. speaking (colored) and
A perceptudl quotient is child. . paper.

yielded.




™ Test Author/ Purpose/Description ~ Age Range/ Examiner 7 Other
Publisher Disability Qualifications '
Environmental McDonald Assessment - CA: 2 yrs. - Should be familiar with 1 Manual
Language . Provides information about the Adult. All. the intent and theory
Inventory (E4I) Charles E. child's speech/language. Disability of the ELI so that Cansumable Score
- Merrill Assists in determining child's Groups and spontaeous adaption may Forms
Publishing Co. understanding of the semantic Normal be made if necessary.
1978 rules of grammar. Yields —Lhildren. - ‘ Materials not
scores: for conversation, ’ provided: 17
’ imitation ard play. common 1items
including toys
- (1isted in
. manual).
. { . . ’
Envirosmental Horstmeier & Screening Any age Designed for use by Manual missing
Prelanguage McDonald Provides*dtagnostic assessment individual speech/language
Battery (EPB) ’ of child prior to prescriptive , who is clinician. “May be Consumable Score
Charles E. _training. Provides scores in functioning given by trained F .
Merrill * Foundation for Communication, on the non- teachers, psychologists

Publishing Co.
1978

Early Receptive Language,
Sounds; Single Words, and
Begigning Social Conversation.

verbal level
of communica-
tion develop-

-
and parents. Examiner MateriXIS not
should be familiar with provided: 22

test procedures

. common items

6

ment. Al and have abilitysto be 1including toys
~ . disability creative in ) (1isted in,
_ N Y =7 groups. administration. manual).,
Goldman - Goldman, /” Assessment 3.8 yrs - Test Complete ,
Fristoe - Fristoe-and Designed to provide measures of Senior Adu}lt Must be familiar with
Woodcock Test of MWoodcock speech-sound discrimination. Al ‘the manual anﬁ:;coring Consumable
Auditory Includes a quiet Ygub-test and a Disability and able to establish Response Form
Discrimination American noise sub-test. “Scores may be Groups. rapport with Rerson )
Guidance converted to percentile ranks. - being- tested. Materials not

Service, Inc.
1970

provided: tape
recorder, ear-
phone sets.

=
—-

oy
~-ry
—



L

- futhor/

Test Purpose/Description - Age Range/ - Examiner . " * Other : an
. . Publisher . Disabiiity . Qualifications T
.. aii Early Furuno, Screening Birth - 36 No special training ‘1 Activity Guide-
‘wl!.earning Profile O0'Reilly, Provides a month to month months. All necessary. Examiner -
- (HELP) Hosaka, ' -+ sequence of normal Disability _should Be very familiar 1 set HELP -
Inatsuka, developmental skills in the Groups. with the child. , charts. -
Allman, and ° areas .of cognitive development, -
Zeisloft, language, gross motor, fine ) .
motor, social-emotional and
VORT self-help. Provides a - _
Corporation comprehensive visual picture of )
28 1979 the child's functioning levels. -~ .
Kindergarten Katz Screening Kindergarten- None 1 Manual and
Auditory . To determine a child's abﬂity Grade 1 -~ Record TS
Screening Test Follet to interpret auditory Learning e .
Publishing informatian. Sub-areas include DNisabled, Consumable
Company 1971 speech in ehvironmental noise, Mentally Response Books .
phonemic synthesis and Retarded, Tt
same/different. Each subtest Hard of . Mate.rials not

o is scored as pass, fail or Hearing. . _provided:

w v borderline. N Rekord Player.
‘Learning Accom-  Sanford Screening 1 month - 6 > Should be familiar with lwamual
plishment . Designed to* provide a record of years. All the LAP items. May be
Profile (LAP) Chapel Hi11 * the child's exjsting skills in " Disability classroom teacher. . Consum ]e

Training - Out- "the following areas: gross Groups. » Recordjfhg Book
reach Project motor, fine motor, social, )
1974 self-help, cognitive and ) . \
' sJanguage. A developmental age Ce ok v
is determined and a change 1in ’
rate of development may be m -~
computed. g x
Ve >
O —
o |
AY
100 ‘ :
. > 1..,"‘[




. Author/

~

¢

Age Range/

Y

memory, conceptual groupj_gwnd '

by coordination. Scores are
_compared to percentiles and

; Judged- to pe Pass, Fail or at
R"Sk. d '

Test . Purpose/Description . Examiner Other . .
. Publisher - ’ Disability Qualifications :
Lindamood Lindamgod & Screening/Assessment Preschool- Should be familiar with Te%t Materials
“Auditory ¢ Lindamood Designed to measure- auditory Adult. Al the manual,and the Complete
Concepuytaliza- . perception. Tests isolated disability. - correct pronunciation
‘tion Test Teaching - , - sounds in sequence and sounds groups but of the the sounds and Consuinable .
(L.A.C. Test) Resources Corp. .within $yllable patterh. hearing syllables. ° Record Sheets.
' 1971 JCut-of f scores for grade Mevels impaired. | "’ .o ? -
K-12 are provided. ‘ . Modification
' for
. ) / physically :
- - ' / handicapped
N may be
' ‘ - needed. ‘
McCarthy Scales _McCarthy _ Assessment Should have clinical 2 Complete Tests
of Children's , e Assesses general intellectual CA: 2 1/2 - familiarity with the ‘
Abilities The level as well as strengths and 8 1/2. All battery and- experience . Consumable
v Psychologdical weaknesses in important_ disability with indivudal ' Record Forms and
Corporation abilities. 18 subtests are groups, assessment of youn Drawing 'Booklets
1972 grouped to form Verbal, especially children. \ . .
. : Perceptual-Performance, - children Materials not
+ * Quantitative, Memory and Motor thought to’be provided: 7
.scales., An overall General learning , ' common items.
- Qogniti\/e Index is computed on disabled. Q .
, . the basis of scores-obtained on Prerequisite - .
the Verbal, Perceptual- skills: ﬂ
Performance and Quantitative Receptive & i
' scales. expressive L 7 :
: . language, ’ —‘ﬂ
' motor ¢ i . )
abilities, A
ability to -
! manipulate '
’ - ‘ ) objects. _
McCarthy _McCarthy v+ Screening \ Téachers and Test Materials
Screening Test e To identify children who are 4 -61/2 -¢ paraprofessionals CompTete
' ’ Psychotogical Tikely to encounter difficulty yrs. Learning shquld be trained by
Corporation in coping with school work. Disabled professional Consumable
1978 - " Sub-areas include right-left M%lgly. experienced with the ‘[P}ecord Forms,and
, 5 orientation, verbal memory, "Meritally McCarthy Scales, rawing Booklets
. : draw-a-person, numerical Retarded

including super\zisor

practice. Follow-up or Materials not
referral decisions provided: 4
should be made by a ~common items.
professidpal.

. 10

0



Test Author/ Purpose/Desc'Hption Age Range/ ' /inam4ner ) Other

Publisher Disability Qualifications P
Minnesota Goodenough, Van Screening/Assessment ) \
Preschool Scale Wegenen & Investigates child'§ verbal and CA: 2-6 years Should be able to Test materials
ForY|~A Maurer non-verbal intelMige in 26 Mentally establish rapport with complete. °
' sub areas. Retarded, the child and be ~ Consumable .
American y Learning thoroughly familiar record forms.
Guidance . St¢ores may be converted to Disabled, with instructions for Materials not
, «Service, Inc., C-scores, percentile - Speech administration and item provided: 16
1940 placements, or IQ equivalents. Impaired, order. common items
. .- " Physically . ‘ including toys
‘,\ ) Handicapped . A (listed in
- _ . manual).
Motor-Free Hammil1l . Screening T ' )
Visual Tests child's visual perceptiod, CA: 5-7 years No special training 1 manual
Perception Test Academic ability regardless of motor , Physically Classroom teacher 1 set of test
(MVPT) ’ Therapy involvement in the areas of Handicapped; Psychologist plates
Publications. _ spatial relationships, visual Learning Education Specialist Consumable score
1972 discrimination, figure-ground, Disabled; ' . sheets
¢ ~isual closure and visual Mentally : é
memory. Raw scores converted Retarded; ' «
- to a perceptual age and - Test, results &
- quotient. from 4 year y
J old children ﬂ
e ~should be
1nt§rpreted /\ -
caution.
" wit uti
"Peabéé} Picture Dunn & Dunn Screening/Assessment For persons Must be familiar with Test materials
VOcabul;?y Test- Tests Receptive Vécabulary 2 1/2 through test materials and complete.
Revised (PPVT) American Raw scores converted to age 40 years who, manual prior to use. Consumable .
Forms L and M~ Guidance referenced norms or grade- can see and Practice in Individual Test ‘
' Service 1981 referenced derived scores. hear administering and Records. |
- 2 ) reasonably scoring under One copy each of |
’ well and supervision of Forms L & M2 | |
understand experienced examiner
R English to encouraged. No formal

some degree. coursework in tests and |
' measurements necessary. |
¢ ‘ ‘

. - .
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- Test ’ _Author/, / _ Purpose/Description ~ Age Range/ Examiner : Other
» Publisher - ) Disability Qualifications
Portage Guide to Bluma', Shearer,- Screening MA: Birth- 6 Should, be familiar with 18 Consumable
Early Education Frohman and Developed as a guide for years the checklist format. Checklists
‘ Rilliard -’ teachers, parents, and other AT May be teacher aide, Materials not
, ,child care workers for Disability parent, etc. provided: Items
The Portage 'assessing a child's behavior groups found in home or
. Project and planiiing curriculum goals. classroom.
Cooperative The PGEE is in checklist form '
Educational with 580 developmentally *
Service Agency sequenced behaviors in the »/)
1976 - .areas of Infant Stimulation,
_Socialization, Self Help, ~ .
‘Language, Cognition, and Motor. ,
No quantitative score or
developmental age is assigned.
Preschool Dol4 Screening CA: 6 months- Familiarity with iten 1 Manual
Attainment To provide an assessment of 7 years definitions and Consumable
Record (Research American childwen not. readily accessible All interview format Record Blanks
Edttion) Guidance to direct éxamination due to Disability essential. May be missing
. Service, Inc. sensory ‘impairments, Groups teacher or
© 1966 neuromuscular handicaps, speech paraprofessional.
o ’ and language difficulties,
A emotional disturbance, -
3 resistance or cultural
N - differences which reflect .

environmental problems. Scores
from the 8 subtests are
totalled for a raﬁsgcoré which
is converted to an Attainment
Age and subsequently an
Attainment Quotient.

'y

>
-7 ,
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Purpose/Description

/Test Author/ Age Range/ Examiner Other
_ Publisher Disability Qualifications
Preschool Zimmerman/ Screening . CA: 1 1/2 - 7 Child Development 1 Manual
Language Scale Steiner To determine ¢hild's receptive  years Specialist 1 Picture Book
(PLS) and expressive language Language Psychologist 1 Consumable
N Charles E. strengths and weaknesses in the 1level below 7 Speech Therapist Scale
Merrill areas of auditory comprehension years. Teacher Materials not
Publishing Co. and verbal ability. A language Speech ) Administrator provided: 5
1969 = age and ltanguage quotient may impaired, common items
be computed. language .
delayed, .
; mentally
retarded, °
emotional and
y behavioral
/.V/ problems,
mild phyical
handicaps,
deaf.
Preschool - Hannah & Screening 3-5 1/2 years Professional in any Test materials
¥ Language Gardner Designed to be a screening Toddl er field associated with complete
Screening Test Joyce Motion device for the purpose of Screening preschool children. Consumable score
Picture Company 1identifying preschool children Section for /7 sheets. and
1974 with a language deficit. , ages 2 1/2 - ~ copy-me pages.
Sub-areas consist of visual 3 years ,

perception, motor development,
auditory perception, and
conceptual development.
Normative data is provided for
both middle and lower'socio
economic categories: Raw
scores are conyerted to
percentiles.

Y

|~
-
=
. A



A}

T

;e

. /
Test hor/ ;L\~ Purpose/Description Abe Range/ Examiner Otﬁeﬁ
PubYisher Disability Qualifications -
- bl -
Psycho- ‘Jedrysek , . Screening CA: 3-6 yrs. * Should be familiar with .1 Manual
educational Klapper}, Pope & Assesses child's present / MA: 3-6 yré. items, probes, Consumab]e

86

Evaluation of Wortis functioning and level of . Developmental ‘ sequences, and record sheets
the Preschool achievement in" foTlowing areas: level must be materials. Examiner ‘Materials not
Child Grune & Physical functioning and adequate for shoulld be able to keep ppovided: 32
- Stratton 1972 sensory status, perceptual age. child in control and common items
functioning, comprehension in Appropriate motiyated. . including toys
learning for short-term ‘for difficult (listed in
retention, language to test P ,manual).
comprehension, and cognitive children, - .. /
functioning. e{g.
emotionall , .
- disturb ¢ :
behavior \,i
- . problems. - I !
Quick Mutti, . Screening Kindergart Psychologist or persoq 1 Manual®
Neurological Sterling & "To identify children with (Age 5) in helping profession, Consumable
creening Test  Spalding learning disabilities. A total through Grade Should have Recording Forms
(QNST) . score is pbtained by'tabulating 12 . administered a minimup
s Academic the scores on the.15 subtests Appropriate of 25-QNSTs for . . v
Therapy and is judged to be High, for ch practice and have .
Publications Suspictous, or Normal. suspected of excellent observation -
1978 : A being skillss i
learning .
. disabled.
. . %
Wechsler Wechsler Assessment CA: 2-30 Should have experience ~Test materials
. Preschool and Assesses the intellectual, months in testing infants of  complete.
Primary Scile of The capabilitieg of the preschol Al all ages, and be able gConsumable
Intelligence Psychological child. The two sub areas of disability to effectively interact record forms.
(NPPSI) Corporation Verbal and Performance are groups with infants at various Materials not
1967 divided into eleven subtests. levels of - development. pravided: 8

Raw scores Converted to scaled
scores and IQ scores.

Should be thoroughly
familiar with the
dirctions and scoring
procedure,

ommon items.
Z
A”\

"!’
114



Test Author/ Purpose/Description Age Range/ Examiner Qualifications " Other
Publisher ’ Disabi}lity
Progress Gunzburg \ Screening CA & MA: 0-8 Should be very familiar 1 set of manuals
Assessment Chart ? years. with scoring and (vol. 1 & 2)
of Social * Aux"Chandelges, PAC is a systematic observation : summarizing procedures.
Personal * P-A-C Dept. instrument used to assess the  Mentally ) 25 eonsumable
Development 1977 social functioning of an Retarded . N Recording
Form P (PAC) : - . indiyidual with mental " Sheets.
retardation. Sub-areas include N
self-help, commudication, .
socialization and occupation ' -
(fine and gross motor). A .

Social Competence Index is ) N ~
computed for each subtést. The .

SCI is a comparison measure and

the test does not yield :

score. . . %




\ .

Test .

Psycho-
educational
Evaluation of
the Preschool

Child
'~
%
.k//
Quick
Neurological

e Screening Test
© (aNsT) S

.

Wechsler
Preschool and
Primary Scale of
Intelligence
(WPPSI)

Author/
Publisher

Jedrysek, ,

Purpose/Description

Screening

Klapper, Pope & Assesses child's present

Wortis PR

Grune &
Stratton 1972

Mutti,
Sterling &
Spalding

Academic .
Therapy
Publicat{ons
1978

Wechsler

The
Psychological
Corporation

1967

functioning and level of
athievement in following areas:
Physical functioning and

. sensory status, perceptdhl

functionIfig, comprehension .in
learning for short-term .

retention, language

comprehension; and cognitive

functioning. -
Screeﬁing )

To identify children with
learning disabilities. A total
score i8 obtained by tabulating
the scores on the 15 subtests
and is judged to be High,
Suspicious, or Normal.

Assessment
Assesses the intellectual
capabilities of the preschol
child. The two sub areas of
Verbal and Performance are
divided into eleven subtests. @

Raw scores converted to scaled
scores and IQ scores.

Age Range/
Disability

CA: 3-6 yrs.
MA: 3-6 yrs.
Developmental
level must be
adequate for
age.
Appropriate
for difficult
to test
children,
e.g.
emotionally
disturbed,
behavior
problems.

Kindergarten
(Age 5)
through Grade
12
Appropriate
for children
suspected of
being
learning

disabled. ’

CA: 2-30
months
All
disability
groups

-

/

Examiner
Qualifications

Other

Should be familiar with 1 Manual

items, probes,
sequences, and
materials. Examiner
should be able to keep
child ip control and
motivated.

“A

Psychologist or person

in helping profession.’

Should have
administered a minimum
of 25 QNSTs for
practice and have
excellent observation
skills.

Should have experience
in tegting infants of
all ages, and b& able

to effectively igteract
with infants at various

levels of development.
Should be thoroughly
familiar with the
dirctions and scoring
procedure.

Consumable
record sheets
Materials not
provided: 32
common items
including toys
(listed in
manual).

1 Manual
Consumable
Recording Forms

Test materials
complete.
Consumable
record forms.
Materials not
provided: 8
common items. -
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\ Missing Test Materials .
Environmental Prelanguage Battery (EPB) Manual : ' A
» 4
Animal Crackers Examiner Manual
Preschool Attainment Kecord Consumable Record Blanks
Bender Visua1.MotQ§'Gestalt Test Figure Cards )
! s
s ’ .
/ '
B ‘ )
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| - ' APPENDIX G °
.- " HIGH RISK INFANTS FT
> ) h

Because of the comparatively reeent early intervention movement to

prevent menta]lfetardation and other developmental disorders, a whole new
popu]atigh of “high,risk" or "at risk" infants has emerged. -These

'4‘ children, aged'0-3, are. not necessarily handicappeﬂ, although ihe po§enf1a1
for &hefr becoming handicapped is muéh stronger than the population as a
whole. It must be emphasized, however, that these children may not receive
_special education services in the-Sgate of Maryland until such time as they
are labeled "handicapped” and placed in a labeled category. It is entirely
the decision of the assessment team whether to label a child handicapped,

’ and this is done dn an individua) case-bygcase basis. Our purpose here is

simply to discuss the term "high risk", and to offer suggestions for

tracking these children, so that special education services can be made

imnmediately available when and if the ch{1d ever falls into the category of
handicapped.

Categories of Risk

Three categories of risk have been identified by Tjossem (1976):

1) Established risk infants are those whose early aberr;nt
development can be linked to a diagnosed medical disorder with a
known cause,:and their potential for delayed or abnormal
development is well known. Downs gyndrome is a classic example
of this category. These children are usually identified as

handicapped very early in 1ife and receive special educational

services.




2)

3)

in. combination.

Cautions

Environmental risk infants are thase healthy infants due to low
socioecdnoic status, poor maternal, family, or health, care, or
lack of §uff1c1ent opportunity for approprifate interpersonal and
social interactions. These referrals often come from social
welfare agencies. )

Biological risk infants h;ve a history of prenatal, ﬁgriqata], 6r
neonatal events which may cause 1n§u1t to the céptra] nervous
system and saﬁ%equentiy may cause aberrant development. These
are often premature or low birthweight infants. Infants who
suffer trauma a% birth or develop severe medica1/surgica1‘

problems in infancy also fall into this category. Referrals

often come from hospitals or other medical-related agencies.
" )

These categories of risk are not mutually exclusive, and often occur

DRAFT

Infant tests are often poor predictors of intellectual status
later in early childpood.' Additionally, some behaviors are
temporarily developfiental (e.g. echelalia, neurological soft

signs deteced in infancy, etc.) To avolid mistakes in

identification a comprehensive assessment\must take place which
evaluates all areas of the infant's developfient.

;t is very;Zasy to regard a high-risk infgnt as cerf&in to be
handicapped later. In féct, however; a great majority of these’

infants will show no later developmental problems whatsoever.




¢ . -

- The reliability and validity of tests are ofter considered over

sensitivity (accuracy in identification of handicap) and-cost
(proport%on of decisions made in error). .

Mos at-pisk infants w111 end up developing normally. In most cases;
it 1s wise to avoid 1abe11ng at this point unless a specific handicap is

determine ’ D R A FI '
Tracking . : o

Even though. these infants,may not receive special educa'tional
services, it may be beneficial to track them so that“outcome may be
recorded, and serv{ces provided if the child does become handicapped.

Children at environmental risk may be tracked through social and
welfare services in most cases. Children at biological ;1sk may be tracked
through hospitals or developmental clinics. Pubic health nurses may be
able to moni tor ch11dren of both categories. *

It is suggested that local educationa1 agencies set up simple
interagency agreements whereby other agencies that are capable of

' moni toring these high-risk children through theif regu1ar_procedures or
services providing, can refer a child immediately upon suspicion of
handicapping conditions to the educational agency for full assessment.
Another'possib111ty is for the educational agency to obtain éccess to otﬁe}
agency records, in order to check them periodically for. at risk chi?dren

who may riow be in need of special educational services. These agreements

must be made according to the needs and resources of each educational

&

S | : '




Summary
. Again, the decision whether to label‘a child handicapped and provide

speical educapiona1 services remain entirely with the assessment team.
High-Fisk in#gnts who do not become labeled handicapped may nqt be served
» by the public schaols, but may be referred to other agencies for services
and tragking. Biologically h{gh-risk infants ére usually already being
mon{ tored aeve1q§menta11y. Envirommentally high-risk children may be

referred to sbciél services agencies for family intervention, or to private
or other public intervention programs (e.g. private nursery schools, Head

. ‘ 2
Start, etc.) It is important, however, to monitor these chijldren so that

services become immediately available if necessary.

‘ DRAFT
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DRAFT

Again, the decision whether to label a child handicapped and provide

-

Summar

special educational services remains entirely with thg assessment team.
High-risk infants who do not become labeled handicapped may not be served
by the public schdo]s, but may be referred éb other agencies for services
and tracking. Bio]oqica]ly hﬁgh.risk jnfants are usually already being
monitored developmentally. 'Environmentally high risk children may be
referred to social service agencies for family intervention, or to private

or other public intervention programs (e.g. private nursery schools, Head

Start, etc.). It is important, however, to monitor these children so that

services become immediately available if necessary.




APPENDIX K

IMPLEMENTATION MATRIX
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i 1.
AREA: I. Child Find Public and Professional Awareness Development
OBJECTIVE: 1.1 To develop andéimplement a system (model) to build bublic and professional awareness.
STATUS . IMPORTANCE
Action Step Partially| Fully Desire-| Impor- |Critical Implementation Steps
Planned | luplem. Implen. able tant |
1.1.1 Identification X -Utilize Child Find Coordigator or identify
* of SEA personnel as person to coordinate system for the birth
coordinator(s) of the to three population,
system. '
f N
1 ‘ , .
- .
o
(o]
1.1.2 1Identification X X -Continue efforts to ddentify and inform
of all agencies to be R
made aware of Child

. agencies.
Find and special
education services.

¢

cD
o
> '
we
wmnanl]
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AREA: I. Child Find Public and Professional Awareness Development

OBJECTIVE: 1.2 To prepare personnel to conduct public and professional awareness.

125

L —,
-
=

-

12

STATUS IMPORTANCE _—— D
Action Step Partiallyy Fully Desire-| Impor- |Critical Implementation'Steps
Planned | Implem. | Implem. able tant . . ‘
1.2,1 Development X X -This model will assure consistency' and
of a trainer of continuity in implementation, but other
trainer model spec- methods of dissemingtion of information
ifying training . could be employed (e.g. handbook).
content, '
. »
|
1.2.2 Implementation X X -Include private physicians Ih trainipg project
of New Directions for " as well as physicians from hospitals,
the Handicapped - . ( .
Physicians Training 3
Project. ‘
b -
3
! )
1.2.3. Implement X X ( . : ‘
staff development -
model. Lol
. -
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AREA: 1. Child Find Public and Professional Awareness Development

OBJECTIVE: 1,3 To develop cooperative liaisons with state agencies involved with populations of young children.

»

Action, Step

STATUS

IMPORTANCE

Planned

Partially
lmplem.

Fully
Implem.

Desire-
able

Impor-
tant

Critical

Implementation Steps

1.3.1 1Identify
types of personnel
in agencies who
will be appropriate
for liaison
activities.

OTT

Al

o

1.3.2. Recommend
support from MSDE
specialists (graphic
arts, public infor-
mation) to assist
in campaign imple-

- mentation.

13

-

13,




ARFA:

t

J&__Child_Eind__ublic and Professional Awareness Development

4.

OBJECTIVE: 1,4 To develop a system (model) for using support services in an e&fective public and protessional

4

Actlion Step

 STATUS

awareness campaign.
»

- - W

TMPORTANGE

Planned

Partially
lmplem.

Fully
Implem.

Desire-
able

Impor- |Critical

tant

Implementation Steps

1.4.1 Identify
public information
resources at state
and local levels.

:

X

X

]

" -LEA Child Find contacts have been desiénated

(coordinator).

.

1.4.2. Identify
and/or produce print
-and media materilals
for dissemination
with interagency
input and partici-
pation.

117

-Seek more interagency input and participation.

»

.

1.4.3. Sharing of
produced documents
within and among
agencles.

»

~-For example, Child Find brochures and other
documents have been sent to other agencies,
and other agencies have shared information
‘with MSDE.

1.4.4. Evalu
revise materials
necessary.

and

L
=2
" ZA
=l



Y
A&gA: I. Child Find Public and Professional Awareness Development

OBJECFIVE: 1.5 To evaluate the effectiveness of the public and professional awareness campaign.

. . STATUS 1 THPORTANCE _ 'f
Action Step Partially| Fully Desire-| Impor~ {(Critical Implementation Steps ;
Planned | Implem. Tiplem. able tant !
. o
1.5.1. Determine X X ~-Utilize SSIS system to obtain information. ;1
criteria for evalua- ' -Determine 1f information is reaching the
tion. proper persons. :
» .
|
'09
1.5.2. Compile data. X . X -Survey general public.
i
LY
[
2 Bt \
//
|~ g
1.5.3. Revise pro- X X ‘ ‘ : !
cedures as necessary. ' N 7 ‘-
\
. \ *
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. AREA: II. Child Find Activities, . "~
OBJECTIVE: _2.1 Tq develop_an interhgency s}stem (model) to locate children birtb to three years for the purpose
. { of fdentifying those who, may be handicapped and in need of special education ’
STATUS *  IMPORTANCE ' —
Action Step , Partiallyy Fully Desire~{ Impor- [Critical Implementation Steps ' .
; ) Planned | Implem. | Implem. able tant . !
) . : ]
2.1.1. Pursue inter-| Staté . | Local . X -Tap into neonatal intensive care nurseries. ﬁ
agency cooperation level level Y 4
regarding common ' .
criteria, use of
agency resources,
and use of compatible \ ! |
processes.
& & )
w® ' . .
. 2.1.2. Develop. SEA LEA X - a |
interagency liaison(s)
network for‘ Child
Find activities. \‘ 7
- 1o
& ' ' ! 4 m‘
: . i
\ !
. ' :
. . ! . i
2.1.3. Develop pro- SEA LEA X -Establish log of referrals to share with ‘ ;
cedure to transmit . other agencies. '
Child Find data . |. t ~
among agenciles. ) ,
¥ \,. '
|
\ - . 1 L x é
13, ;
O |
3 'l




( »res?’ 11, cnild Find Activities

L]

1,.

OBJECTIVE: _2.2 1o appropriately prepare Child Find personnel.

\
- STATUS IMPORTANCE !
Action Step . |Partially| Fully Desire-| Impor- |Critical Implementation Steps
Planned | Implem. lmplem. able tant !
= 4 |
2.2.1. Identify X X - List is given in plan. |
target audience.
pety
2.2.2. Develop X X '
trainer of trainers
model. .
» §
]
J ’ !
= :
P )
2.2.3. Develop X X = -
training content. w
i
- —_J i
) |
2.2.4. Implement X X j
staff development
model.
™~ ;
> 13 y
135 - '
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AREA: II. Child Find Activities J'
: : T
OBJECTIVE: 2.3 To evaluate the effectiveness of Child Find Activities.
STATUS IMPORTANCE
Action Step Partially| Fully Desire-| Impor- [Critical . * Implementation Steps
: Planned | Implem. Iwplem. able | tant =
2.3.1 Determine X ' X -Measure referrals based on population.
criteria for evalua- . .
tion,
A ]
*
p—— \\ ' -
2.3.2. Compile data. X X -Determine how to gather data. .
. ' -Analyze data.
[
[
wn
L4
+ = — -
2.3.3 Revise pro- X X -
cedures as necessary. ' ¥ I
' i _|
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Screening

44

o
{ \ :

-

OBJECTIVE: _3.]1 To develop a_system (model) to provide screening of children within the birth to three population

who are suspected of having handicapping conditions.

Action Step

STATUS

]

MPORTANCE

Planned

Partially
lmplem.

Fuliy
Implem.

Desire-
able

lwpor-
tant

Critical

Implementation Steps

.3.1.1 * Recommend
personnel to act as
coordinator(s) of
gtate level activ-
ities related to
interagency screen-
ing functions.

X

»
'y

-Interagency‘%bordination exists -
screening efforts need to be expanded.

»

3.1.2 Pursue inter-
agency agreements.

91T

| e B
=)
- —
e
-

3.1.3 Recommend
guidelines to assist

LEAs in égordinating],

screening or pro-
viding screening
services for the
birth to three
population.

14

O

ERIC

IToxt Provided by ERI

-
£
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AREA: - III. Screening

: OBJECTIVE: 3.2 To conduct screening with appropriatély trained personnel. ‘

‘
'

i TSTATUS TMPORTANCE ,
P Action Step Partially| Fully Desire~| lumpor- {Critical . Implementation Steps
E Planned | Implem. | Implem. able tant | , '
g. 3.2.1 Develop a X : ‘ X -Traininé already exists at local level-
E trainer of trainers can use to improve quality of screening
F model. ) : (will be time and cost effective). N
- ] .
3 o .
- ]
i
F
[
~ .
" 3.2.2 Staff developH X ‘ X

ment activities will | °
be implemented.

s

E ' l‘!‘t. . 11 ‘

o P ~ o)




11.

AREA: - I1II, Screening
OBJECTIVE: _3.3 To utilize appropriate screéening materials. .
™~
S STATUS : IMPORTANCE
Action Step Partially{ Fully Desire-| Impor- |Critical Implementation Steps
Planned | Implem, Implem. able tant
3.3.1 Disseminate X ¢ X
guldelines and
procedures manual
to address administrat
tion and direct
services needs : y
germane to screening
functions. L )
= .
[
®
) X X -Presently being implemented.

3.3.2 Compile sample
instruments and
devices for review

of LEA's and coopera-
ting agencies.

~Provide more opportunity to LEAs to use
different instruments.

-

| werwr
” { A Y
=
=y
p— |




AKEA: »)ﬁi_&xminz

3.4 To evaluate ‘the effectiveness of screening activities.

12.

UBJECTLIVE:
STATUS , _ _ IMPORTANCE
Act:lon Step Partially| Fully Desire-| Impor- |Critical Implementation Steps
Ly Planned | luplem. Implem. \flble tant
\ ‘
3.4.1 Determine X X ~Percent of those screened who are
;1;:e1:ia for actually diagnosed and placed.
crr™! ~Criteria may include saving time and money.
evalyhtion.
L]
3.4.2 Compile data. VX ) X
-
= ¢
(o) NN .
- X
3.4.3 Revise X \
procedures as
necessary. ‘ a
fi
~ )
sy . .
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AREA: ___ 1V, Assessment . ' . '
+  _ OBJECTIVE:

4.1 fo_develop a system (model) to provide for assessment of childfen birth to three vears
. who are suspected of hévln‘g a 'handicappin'g condition and in need of special education,

STATUS i} +IMPORTANCE T
Action Step PartiaI?fy Fully Desire-| Impor- |Critical Imp%ementation Steps .
. N\ P lanned Implem. | Implem.| ° able tant :
. . T - - ~ '
4.1.1 Pursue X : 1 X ‘ ' '
interagency agreementsj ' . .
%e1.2 ‘Recommend . X ’ X . ~-Utilizé Protection in Evaluation handbook
guidelines to assist ‘ | -| (MSDE). . ’
LEAs in ¢oordinating,- ' . o
securing“or providing"{ . " : < . ' .
assessment services ' . { : " ‘ . .
for the birth to . : i ‘ . )

. p~3 * .
‘three population. . - )

I oo X
N , , . : . i o * '

o . :

.o

v, e

4,1.3 Recommend; L X : ' - X
guldeliries to, assist’ '

; .
b
-LEAs Tn impleménting . : ] : N ‘ . - RS ” .

the asségsment Process|
. Y .




AREA: IV,

Assessment

14‘

OBJECTIVE: _4.2 7o develop personnel development activities relative to assessment of the birth to three population.

o ormnma N

STATUS IMPORTANCE ,
Action Step Partially!| Fully Desire-} Impor- |Critical Implementation Steps
Planned | Implem. Implem. able tant i
4,2.1 X X ~LEAs are getting inservice as part of |

Identifica-
tion of SEA coordin-
ator of inservice
training*specific to
assessment of the
birth to three
population.

State level initiated training.

121

4.2.2

Identifica-
tion of target ¢
audience to be
trained.

4,2.3 Identifica-
tion of multidis-
ciglinary consul-
tants for assess-
ment of the birth
to three population.




15. ot

OBJECTIVE: 4.2 Continued

<

|
' AREA: IV. Assessment
\
|
|

. STATUS IMPORTANCE
Action Step Partially| Fully Desire-| Impor- |Critical Implementation Steps
Planned | Implem. Implem. able tant

x

4,2,4 Utilization - X X -Have used consultants - continue to do so.
of consultants 1in ‘
determining trdining
content and appro-
priate training
format. »

- 4,2,5 Utilization 4 X X -Continue inservice.
of appropriate

personnel (consul-~
tants, MSDE and ! .

cooperating agency - 7
| | .'I-J‘

zz

professionals) in
implementing state
and local level
training.

4.2.6 Utilization X X -Use State evaluation oconsistently.

of state evaluation
system to determine
effectiveness of

training at local
level,




AREA: IV. Assessment

OBJECTIVE: 4.3 To 1dent1fv technical assistance resources to aSsist LEAs and cQQpexaiing_agencies_in_pxov1dinb
. assessment to the birth to three population,

‘ " STATUS IMPORTANC .
Action Step : Partially{ Fully Desire-| Impor- |Critical Implementation Steps
Planned | Implem. | Implem. able tant

4.3.1 Early Child- g X X
hood MSDE specialists '

will b8 available to , ot
provide regional and/ 1
or county bagsed .
training to personnel '
involved in absess- ‘
ment activities. N

4.3.2 A collection .
of formal and in- X X ’
formal assessment i
,devices will be '
compiled for use in
training sessions ‘ f

and for review by .
+ LEAs., X
4.3.3 Guidelines X ’ X . .

suggesting gppro-
priate use of
instruments will be .
distributed. ‘

ELR L

4.3.4 National, ) X X
regional and Jocal . ‘
technical assistance .
resources will be . )
1dentified. - 157

[ ———— ....
»
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AREA: 1V, Assegsment

17.
OBJECTIVE: 4.4 To evaluate the effectiveness of the assessment process. -
STATUS ) « IMPORTANCE
Action Step Partially| Fully Desire-] Impor- |Critical Implementation Steps
Planned | Implem. Implem. able tant .
4.4.1 Develop X X -Longitudinal studies may be necessary.
criteria for eval- * -Criteria may include whether the placement
uation. is appropriate. t
. -Utilize SSIS system.
4.4.2 Compile data. X X
[
[\
&

4.4.3 Revise

oo
=%
-
-1
procedures as "

necessary.

-t
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MARYLAND STATE DEPARTMENT OF EDUCATION
Division of Special Education
200 West Baltimore Street
Baltimore, Maryland 21201

Early Childhood-Special Education Program
CONCEPT PAPER .

Maryland has a statutory mandate to serve handicapped children birth
through age four who are found to be in need of special education and
related services. The following outlines the position of the Maryland
State Department of Education, Division of Special Education, relative to
services for very young handicapped children.

A. Assumption and Philosophy

In accordance with the mandate for service, the following assumptions
are made:

1. Children learn at a very early age:
Professional 1iterature supports early intervention.

The handicapped infant needs special help in learning to use his
body and in understanding what he sees and hears.

Individualized developmental activities may be used to stimulate
the child, to explore, and investigate,

The infant's curiosity can be used to encourage 1Farn1ng and
development.

2. The parent is the brimary teacher for the infant:

Parents are the focus of the delivery of special education
services for infants since they are in a position to foster
experiences which are a part of the infant's 1ife at home and
with his/her family in a variety of settings. Therefore, it is
our premise that the best approach is to provide training and
assistance to the parent or other caregivers.

In Maryland, the legislation provides the opportunity for
handicapped infants to receive full appropriate education. The
services provided in occurrence with the statuatory mandate are
directed specifically toward children who are determined through
appropriate assessment as having special education needs. Special
education services are designed for children identified as handicapped
in the 11 areas identified in Bylaw 13.04.01. The provision assumes:

a. that all haﬁdicapped children are able to learn in some
way,

14,
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b. that a handicapped infant needs specialized intervention
to maximize self sufficiency,

c. that parents land other caregivers are entitled to supportive
and specialized educational services, and:

d. that a portion of the total cost of .an early childhood .
program may be recovered from the savings which result as
participating students progress through schools requiring
less costly forms of educatiouL_\ '

{

Types of Services

Three models may be used to deliver services to hanéicapped
children from birth to age four - home based, cgnter based and a
combination of home and center based. .

Home Based Instruction’

Home instruction provides intensive one-to-one teaching of parent
and child in the most natural and least restrictive enviromment.
Teaching methods and materials are tailored to fit.a child's<1earning
style, activity level, and attention span in harmony with his/her
daily routine. N

Home instruction involves a teacher who sees families, perhaps as
often as twice a week. The special education® teacher may serve as the
leader of a multidisciplinary team of practitioners which may include
an occupational or physical therapist, speech-language pathologist,
nurse, social worker, or aide. 2

According to Shear (1976), the educational advantages to home
based services are: y -
1. Learning occurs in the parent and child's natural
environment. :

.

4

2. There is direct and constant access to behaviors as they
occur naturally. f -

3. It is more likely that learned behavior will generalize and
be maintained if the behaviors have been learned in the
child's home environment and taught by the child's natural
reinforcing agent, parents.

'
»

4. When instruction occurs in the home, there is more
opportunity for full family participation in the teaching .
process. : >

¢

§. There is access to the full range of behaviors, many of
which could not be target for modification within a
classroom.




6. It is hypothesized that the training of parents, who already
are natural reinforcing agents, will provide them with
skills necessary to deal with new behaviors when they occur.

7. Individyalization of instructional goals for both (parent
’ and child) is a ... reality. (pgs. 336-337).

Center Based Instruction

The design most frequently used involves several learning
stations where parent{s), child, teacher, and therapist or aide work
with the child on selected developmental activities. These
developmental activities may focus on motor., communication or,
cognitive 1earnf§p.

Because parents meet regularly.within a group, this design is
1ikely to foster relationships amond parents and facilitate both
informal and structured discussion of common problems and solutions.

For the older handicapped preschooler, this design "affords an
opportunity for the child to have a variety of contacts with peers and
the staff" (Connor, 1978) and promotes the development of
socialization skills.

Home and Center Based Instruction

This design combines the above approaches. Children may be
seen in the home and in the center. A combination home and center
based model offers flexibility in meeting parent and child needs.

Consideration for Developing the Individualized Educational Program
{

Early intervention is based on the premise that the parent, as
the first and most natural teacher of the young child, should continue
in this role and that professionals can help parents to teach their
handicapped child effectively. Consequently, successful early
childhood education results from successful parent education.

The Admission, Review, and Dismissal Committee has the
responsibility for developing an IEP for each handicapped child.
Although the IEP generally focuses on the child's-educational and
therapeutic goals and objectives, both parent and child needs should
be considered when selecting the format and content of service
delivery. :

Hands-on services by professionals on a daily basis is not
considered necessary or optimal for the efficacy of early
intervention. Exemplary programs federally funded for outreach and
replication generally provide one - two family contacts each week with
home ‘visits or center sessions lasting one - three hours.

Early intervention programs conducted in Maryland generally

follow a similar pattern of regularly scheduled sessions.
. o

ﬁ-)
183
.
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. General® considerations for the determination of the type of
services {nclude: ‘ : .

. S oL Commitmeﬁt to the ph11350phy of providing appropriate
' training to the parent without assuming the parent's natural
-teaching and caregiving rdle.

v ' 2. A guiding principle in effective early intervention :
] * * techniques is to incorporate educational techniques into the
" . poutine activities of daily living, assuring frequent i
« -repetition-in a natural setting. . .

The A commi ttee=should consider increasing or'diminishing
\J/ frequency of\ serviges on:an.individual basis, based upon the child's
. needs and pargnts' schedule. . :

v . (' .
' ©D.  Transportation SR ¢ .

’ f Y

Transportation of handicapped preschooiers shall be in accordance
with Bylaw 13.04.01.03H.

¢
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APPENDIX D

4

intecagency Agreement: Maryland State Department of Education

]
and Maryland State Department of Health and

Mental Hygiene
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. ‘ INTERAGENCY AGREEMENT .
( . | . - .
-
. Cooperative Aareement between the Maryland State Department of
.Education, Division of Special Education, and the Maryland State Department
6f Health and Mental Hygiene, Crippied Children's Services, S.S.I. Disabled
Children's Program.
April 1, 1981
I. ‘RatiOna]e
There are a variety of federal and state mandates which require
Fhe cooperative delivery of services to han&icapped individuals. \5
N P.L. 94-142, Section 121a.301, states that each state may use
whatever state, local, federal, and private sources of support are’
‘ available in the state to meet the reduiremehts of a free appropriate
pubtic education.

, ‘P. L. 94-566, Section 51a.309 requires cooperative agreements
am6n§ state agencies which provide services to disab1ed children,
The puroose of the cooperative agreement is io assure that services
under the plan are c00rd1nafsg_w1th a1l responsible agencies
. providing services to disabled children and that all reasonable

efforts are ﬁade to Jse existing services and to obtain financial

support from fhese agencies.

’ ' W
Maryland Bylaw 13.04.01.03D states that the State Department of

Education, in collaboration with other state agenéies, shail

; establish, implement, and maintain state.interagency coordination to

€

insure the development of fnteragency planning and implementation of

"

programs for handicapped children.
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II.

In Maryland, ths State Coordinating Committee on Services to the
Handicapped was established in June 1978. One-of the Committee
charges was “to coordinate its efjorts with all state agencies and
Departments serving the handicapped children of th{s state.”

. .
Statem?nt 6f Issue

The Maryland State Department of Education is the designated
state‘ggency responsible under P.L. 94-142, Mar&]and Educatio:?
Article 8.401, and Maryland Bylaw 13.04.01 for assuring that all
handicapped children birth through 20, receive a free and appropriate
education and that each child has an individualized education program
appropriate to the child's special education needs.

The Maryland State Department of Health and Mental Hygiene,
Crippied Children's Services is the designated state agency
responsible for implementing the provisions of the Supplemental,
Security Income-Disabled Children's Program ¢SSI) under Title XVI of
the Social Security Act. Referrals of blind or disabled children
under the age of sixteen (16) are made by the Social Security
Administration t6 the State Agency administering the SSI/OCP. It is
the responsibility of the éupplemental Security [ncome-0isabled
Children's Program to provide an Individual Service 2lan (ISP) %o
meet the comprehensive needs of the child receiving SSI denefits
under tﬁe age of 16. The Supplementa1(3ecurity Income-Disabled
Children's Program is responsible for the administration of a State

Plan which pr8vides for counseling, establishing  and monitoring of

individual service plans, referrals for disabled children under 16




b

years of age, and the provision of medical, social, developmental,
and rehabilitative services for disabled children under sgven years

of age, as well as for those children 7-16 years who have never

attended public school.

[11. Purposes of the Agreement

It is the intent of this agreement to: (1) specify each agency's
responsibility to the handicapped individual; (2) de17§;ate those
serJ1ces-to be provided by each agency; (3) define the process whereby
each agency assumes the financial responsibility for providing the
service to the individual; (4) provide a mechanism for an ;
uninterrupted flow of services to the individual as indicated in both
the individualized education pl;; (IEP) developed by education
(including therapy services), and in the Individual Service Plan

-developed by the SSI-Disabled Children's Program; (5) provide a system
for joint planning at the local leved to insure that all resources
will be utilized in an effective manner; (6) attempt to eliminate the
duplication of services; and (7) establish and maintain channels of
communication and cdordination at the state level and provide a
mechanism for collaboration at the local level.

A. Referrals

Referrals to bsth agencies shall be a combined
responsibility. The Department of Educetion ( through local scnoo{

systems) and the SSI/OCP-will refer those disabied children to

the appropriate agency/resource for supportive services.

\
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. 1. Referrals to SSI/DCP

A.

A1l referrals from an educational agency shouid be
for disabled children age 0-16 years of age who are.
receiving SSI bEnefi;s.

Referrals should be made to the appropriate case
manager (see attachment) of the SSI/DCP according to
the child's geographical iocation (home) with
1nformat10nrre1ated back to the school system
indicating additional services and case status.

SSI/DCP will have form for referral (see

attachment).

2. Referrals to Department of Education

A A.

Referrhls to an educational agency for special
educatjon services should be éoordinated through the
Tocal Child/Find Coordinator or administrator for
special education with feedback from the Local Child
Find Coordinator to the SSI/DCP case manager indicating
follow-up services, school placement, etc.

Referrals will be accepted for those children age
0 through 20 years of age.

Referrals may also be made to the State Child Find

Hotline 383-6523.

8. Exchange of Information
The exchange of information between the Department of
Education, Jocat education agencies, and SSI/DCP shall be mutual.

It is expected that information concerning clients will be

exchanged for professional use with appropriate safeqguards to




- :
protect its confidential nature. Signed consent for referral by

a parent or guardian shall be required by both agencies for all

»

dependent chi]dren.‘ Primary responsibility for obtaining the

necessary release of information will be that of the reférring

agency.

1.

The exchange of the Individual{zed Education Plan (IEP)
and the Individual Service'P1§n (ISP) shall be automatic
(with sibned parental consent) and free flowing for those
persons from both agencies working with the child and
participating in the development of the plans.

The SSI1/DCP program director will identify monthly by
county to the Department of Education those children who are
SSI recipients with signed parent consent. This information
will be sent to LEA Special Education Supervisor.

Any new evaluations or assessments done by the LEA for

the SSI child should be sent to the case manager.

_,Responsibility for any costs for duplication will be

mutually determined by the SSI/DCP case manager and the LEA
designee.. A1l evaluations obtained by the SSI/DCP case
manager peftinent to the educational needs of the child will
be sent to the local supervisor of special education, with
signed parental consent.

Only that information which is originated by the two

agencies will be released.

| )
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C. Development of Individual Service Plans and Individualized
~ Education Plans .

‘Both the ISP and the I[EP are to be written and based upon a
mul ti-disciplinary assessment of the child's needs and strengths.
Every effort should be made to insure that a representative from
both agencies participates in the planning of the IEP and ISP. .
nlis is cénsiétent wi th the multi-disciplinary team approach in\
the SSI/OCP and the Admission, Review, and Dismissal Committee
(ARD) in the local education agencies. —
i, The SSI/OCP case manager will be included in the

planning of the IEP, the annual.review of the IEP, and the
re-evaluation of éhe [EP for those SSI recipients known to

SSI/oCP.

2. Local education personnel (designated by the special
education supervisor) will be included in the planning and
development of the ISP.

3. In those cases where LEAS have dsveloped an [EP which
meets the content requirement and is appropriate to the
needs of the ISP, the [EP will be incorporated into the IS?P.

4. Whenever a significant event occurs with the client,
that will interfare with the objectives written in the [EP
or IS#, there will be'@ cooperative exchange of relevant
reports originated by the agencies, with signed parental

consent.,




D-

Provision of Services

1.

* mandated to provide the service. Services can continue

ss1/oce

According to the Public Law @47566.with funds made
available under said Act, the SSI/OCP is mandated to provide
for counseling, development of individual service plans, and
referral for disabled children under 16 yea?s of age, and
provides medical, sociai, developmental and rehabilitative
services for disablgd children under 7 years of age and
those who have never attended public schoo]. However, the
proaram is also mandated tp explore and utilize services
provided By other federal, state and local aqenciés, and
community resources before utilizing SSI/DCP funds. When
all other resources lTeqalgy mandated to prbvide services to
SS} children 0-7 years have been utilized or are not -
avai1abie, the SSI/0CP may provide the required services
needed to carry ou} the objectives set forth in the khi]d's
individual service plan.

Public Law 94-566 mandates that SSI/DCP funds can be \
spent to ‘purchase services only for those children ane 0-6

-

years of age or those children 7-16 years of age who have

<

never attended public schoo1, nrovigéd ‘no other aqency is

heyond the aas of six or beyond the termination from SSI, if
abrupt termiﬁéttoﬁ of services would be contrary to aood
medical practice.

The following services may be provided to blind and

disabled children receiving SSI benefits: (Services may

include but are not limited to the following:)




a. Preventive, diagnostic, and treatment services of a
physician and, as apprbbriate, physician extenders;

b. In-patient and out-patient hospital services;

c. Dental services;

d. Nursing services;

e. Home health ser§1ces;

f. Social services;

g. Rehabilitative services including long-term and
short-term physical and occupational therapy;

h. Speech and hearing services;

. Vision serviges;

;. Child develqpment services;

k. ™ Mental health serviées;

1. Counseling services including rehabilitative,

~ developmental, social, occupational, and educational

counseling;

m. Allfed heafth services;

n. Pharmaceutical services inciuding the provision of
drugs; .

0. Medical device and related services;

p. Transportation services needed to carry out the
individual service plan; )

q. Emergency medical services;

r. Nutrition services as needed to assist in carrying out

the iﬁd1v1dua1 service plan;




s. Reading and interpreter services for the deaf and

-— \ blind; and ' -

t. Other services necessary to assist in carrying out the

"

individual service plan.
2. Department of Education 3

Public Law 94-142 maﬁdates th;t t%e State Department of

Education have in effect po]icdgs which insure that all

handicapéed children have the righf tp'a free appropriate

public education. All chi]dreﬁ ;ho aré handicapped,

regardiess of the severity cf';Léir héndicap, and who are in

need of special education and re]a;gd se;vices must be .

identified, located, evaluated and biovided an appropriate |

program of special education and related services to meet

their individual needs. Related services may 1hclude
transportation, and such developmental, corrective, and
* other supportive services éinc]qding séeegp 5§thology~and
audiology, psychological services, physical aﬁd occupational
. therapy, recreation, and medical and counseling services,
except that such medical services shali be?for diagnostic
and evaluation purposeé only) as may be regquired to assist a
handicapped child go beneﬁit from special education and
includes the early identification and assegsméht‘of
handicapping conditions in children. ] .

. P. L. 94-142 makes a number of critical stipulations’

which must be adhered to by both the state and its

localities.' These stipulations include:

. * .

kS




assurance of extensive child identification

procedures; |

assurance of “full service" éoa] and detailed
timetable;

a duarantee of complete due process procedures,

the assurance of regular parent or guardian

consul tation;

maintenance of programs and procedures for
comprehensive personnel development including inservice
training; bl

assurance of special education being provided tq all
handicapped children in the "least restrictive"
enviromment;

assurance of procedures which insure nondiscriminatory ;
testing and evaluation; .
a guarantee of policies and procedurés to protect the

confidentiality of data and information;

»

assurance of the maintenance of An fn&ividua]ized , o
education program (IEP) for all handicapped children;
assu;ance of an effective policy Juaranteeing the right
of all handicapped children to a free,-appropriate

public education, at no cost to parents or guardians;

L]

assurance of procedures to provide 4 surrogate to act

for any child whose parents or guardifans are either

unknown or unavailable, or when said child is a legal

ward of the state.
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Liaison Representatives

L)

A. State .
| The a&ministratorélor the{r designees\of the respective
agencies will insure time‘ah; staff necessary to insufe
appropriate 1iaispn for 1mp1emen§;tion of this agreement. The
state liaison representa%ive in the SSI/OCP will be the program
director. In the Department of Education, the l1iaison will be

the interagency specialist and the regional administrators.
&

+

8. Local .
In the SSI/DCP, the liaison will be the case managers. In
the local education system, the liaison will be the LEA special

education supervisors or their designee. °

’

L} ~

State Plans

The Maryland State bédartment of Education and the Supplementalz
Security Income - Disabled Children's Program unit agree to exchange
copies of their'approved State Plan and eB keep the other agency
informed as to pertinent changes that would aéfect interagency
cooperation. . ‘

Each agency will be familiar with and responsible for
fnterpreting, when appropriate, the intent ofltﬁe other state agencies
program to people at varfous levels as they work cooperatively to

2

inteqrate the two programs.
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VI. Review of this Agreement

~ At least annually, there will be a renewal of this agreement by
the state lidison representatives of the two agencies 40 update,
review, and revise services as neeJéd. At these meetings, problems,
including financial responsibility, may te identified, issues
discussed, and problems resolved. Amendments can be made by mutual
agreement. Annual reports will be provided to appropriate personnel
in both agencies. The components of this agreement will be reviewed
with new personnel in both agencies to assure awareness and to fulfill

the terms of this agreement on an ongoing basis.

! CHARLES R. BUCK, Jr., Secretary
Department of Health & Mental
Hygiene

DAVID W. HORNBECK
Superintendent of Schools
Department of Education

Judson F. Force, M.D., M.P.A.
Jirector

Developmental Disabilities
Administration

N

Martha J. [rvin
Assistant State Superintendent
Division of Special Education

4
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